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Abstract
Adolescence is a period of development where body image, as part of a wider 
development of sense of self, is seen as a key task. Body changes due to cancer can 
be distressing and disrupt healthy body image development. Body image problems 
can be problematic and lead to eating disorders, low self-esteem and problems with 
peer relationships. Very little research has focused on whether there are particular 
body image issues for adolescent males with cancer.
Seven males aged 14-21 who had experienced cancer were interviewed about 
their body image and the transcripts were analysed using Interpretative 
Phenomenological Analysis (IPA), which is an inductive, exploratory and 
idiographic approach to enable a rich understanding of the participants’ experiences. 
Four super-ordinate themes emerged which were “developing identity within a 
maturing male body with cancer”, “social role of the body in identity development”, 
“adolescent males do not readily talk about the body”, and “trying to feel normal in 
the context of cancer”. Clinical implications of the results are considered, along with 
areas for future research following on from this initial exploratory study.
Introduction
In the UK, between 2009 and 2011, 11,427 people under the age of 25 were 
diagnosed with cancer (Cancer Research UK, 2014). Advances in treatments mean 
that there is now a larger population of children and adolescents surviving cancer, as 
82% diagnosed in this age range are expected to survive for at least five years 
(Cancer Research UK, 2014). This brings challenges around the psychosocial effects 
of cancer and its treatment, and the potential “late effects” young people with this 
diagnosis have to face. Late effects can include growth failure, obesity, abnormal 
sexual development and fertility problems in survivors of childhood cancer 
(Blaauwbroek, Groenier, Kamps, Mayboon-de Jong & Postma, 2007).
Adolescence is a period in which physical, emotional and cognitive 
developments take place, and is marked by the beginning and end of puberty. The 
age range this encompasses is not specific and can vary between individuals. The 
World Health Organisation (WHO) defines it as being between ages 10 and 19 
(WHO, 1993), but it has been argued to begin as young as 8 (Herman-Giddens et al., 
1997) and carry on until age 25 (Geidd, 2004). The majority of research in this area 
has focused on age ranges of 13 to 21 years (e.g. Wu et al., 2007; Wigers, Chesler, 
Zebrack & Goldman, 1998; Pendley, Dahlquist & Dreyer, 1997), which will be the 
age range used in this study.
Adolescence is a particularly important time for the development of identity, 
which includes developing a sense of self internally, and in relation to others 
(Kroger, 2004). Many identity development theories emphasise the importance of the 
adolescent phase in identity development (Erikson, 1968; Bios, 1979; Loevinger, 
1997; Kegan, 1982) and difficulties arising from negotiating identity can include
depression, lack of confidence or adoption of negative identity (Shaffer, 1995). An 
important aspect of identity development in adolescence is the relationship with 
one’s own body, which goes through a number of physical changes during puberty 
(Erikson, 1968). It may therefore be useful to look at the concept of body image, 
which is the internal image we hold of our body and the thoughts and feelings that 
arise from this. Body image dissatisfaction in adolescents has strong correlations 
with difficulties such as stress, low self-esteem (Johnson & Wardle, 2005), and 
concerns about popularity and attractiveness to the opposite sex (Corsen & Ardersen, 
2002).
Body image in adolescence research has typically focused on girls as it was 
thought the female identity was somehow more “embodied” than males, because 
women’s bodies were historically more objectified than men, and therefore women’s 
sense of being was more determined on how their body was appreciated by others 
(Berger, 1972). It was presumed that males would therefore have no problems, and 
were thus excluded from body image research (Ricciardelli & McCabe, 2011). Much 
body image research has focused on girls seeing themselves as overweight when they 
are not and this is typically less of an issue for boys (Tobin-Richards, Boxer & 
Petersen, 1983) who sometimes see themselves as too thin and underdeveloped, a 
phenomenon known as “muscle dysmorphia” (Cohane & Pope, 2001). Boys also 
want to develop masculine characteristics, such as being taller, heavier and needing 
to shave (Peterson, 1989).
A number of body changes can occur during cancer and its treatment which 
have the potential to disrupt development of a healthy body image. These include 
hair loss, weight loss or gain, scars, amputations, and developmental delay (Breen,
Coombes & Bradboume, 2009). There is also the potential for “late effects” which 
are the continued impacts of the cancer even after treatment, such as problems with 
growth or fertility As these problems might disrupt the most important aspects of 
male development, it is worth considering whether adolescent males are able to 
develop a healthy body image when they have experienced cancer and its treatment, 
given its potential implications for identity development, self-esteem and social 
relationships.
A systematic literature search was conducted between November 2011 and 
January 2012 using the databases PsychlNFO, CINHAL, MEDLINE, DARE at 
CRD, TRIP & NRR. A total of twenty seven articles were reviewed that included 
adolescent males who have or have had cancer and included some measure of, or 
focus on body image to explore gaps in the literature.
The literature revealed very little consistency on the prevalence of body 
image issues in adolescents with cancer. Rates vary from 15% (Sundberg, Lampic, 
Bjork, Arvidson & Wettergren, 2009), to 67% (Mattson, Ringnér, Ljungman & von 
Essen, 2007) reporting a dissatisfaction with their body image. Unfortunately, it is 
difficult to compare studies directly, as they rarely use the same body image 
measure, and within these they are not often standardised, so it is difficult to know 
what constitutes a “disrupted” body image (Gleeson & Frith, 2006). In addition, most 
of the research does not compare adolescents with cancer with a control group 
(Sundberg et al., 2009, Mattson et al., 2007, Moore et al., 2003), making it unclear as 
to whether body image problems are a cancer specific issues or whether they are 
more attributable to being an adolescent.
There has been limited research that has looked at the role of gender within 
body image in adolescents with cancer. Several studies report no difference in rates 
of body image problems between males and females (Riser, Havermans, Craft & 
Kemaham, 1995; Kopel, Riser, Cool, Grimer & Carter, 1998; Pendley, et al., 1997; 
Stem, Norman & Zevon, 1993; Vami, Katz, Colegrove & Dolgin, 1995). All of these 
studies had a small sample size, and therefore would have had problems achieving 
statistical significance, and none reported effect sizes. Other studies have found that 
adolescent females with cancer report more problems than adolescent males with 
cancer (Langeveld, Grotenhuis, Voûte, De Hann & Van Den Bos, 2004; Sundberg et 
al., 2009; Wu & Chin, 2003; Wu, et al., 2007; Zebrack & Chesler, 2001). It may be 
that this is because of the traditional idea that men are less “embodied” than women 
and they do not have such concerns. However, it may be that the body image 
measures used do not accurately pick up men’s concerns, and there is the tendency in 
health research for women to over-report and men to under-report difficulties 
(Galdas, Cheater & Marshall, 2005). Qualitative studies on the topic have not made a 
distinction between genders when reporting themes. An exception to this is Wallace, 
Harcourt, Rumsey & Foot (2010) who found it difficult to recmit males and therefore 
only had 2 males, but 6 females in their IPA study. They reported that the themes 
they generated from the adolescent girls with leukaemia, were not consistent with the 
adolescent males, and they were excluded from the analysis. It may therefore be that 
adolescent males with cancer have a different experience, and it would be helpful to 
learn what this is.
Dissatisfaction with the body in adolescence can be problematic, with links to 
emotional problems and eating disorders (Cash & Smolak, 2011), so it may be
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expected that the additional challenges presented by body changes in cancer would 
be problematic for psychological and social development. The consequences of a 
disrupted body image within adolescent males with cancer is of interest for clinical 
psychologists, who require research in order to see whether this is a clinical problem, 
and if so, to inform evidence based interventions. Studies that have attempted to look 
at the psychological effects of body image problems have relied largely on 
correlation based data, so causality about the role of body image cannot be inferred. 
However, there are links with anxiety, confidence, self-esteem, social relationships 
and sense of identity (Pendeley et al., 1997; Stem et al., 1993; Vami et al., 1995). 
Qualitative methods have also found links with social relationships and confidence 
(Grinyer, 2007; McCaffrey, 2006; Snobhom, Friedrichsen & Hiewe, 2010), with 
positive social relationships helping to prevent negative consequences of a dismpted 
body image (Larouche & Chin-Peuckert, 2006; Williamson, Harcourt, Halliwell, 
Frith & Wallace, 2010). Only one study addresses any particular issues for males, 
where it was found that the loss of a testicle affected young men’s sense of male 
identity (Carpentier, Fortenberry, Ott, Brames & Einhom, 2011). This clear change 
to a male body may be of particular significance in adolescence where gender 
identification is at its strongest (Hill & Lynch, 1983) as part of a gender identity 
formation.
There are particular difficulties in trying to research the psychosocial 
consequences of body image issues in adolescent males with cancer using 
quantitative methods. There is a lack of suitable body image measures that are 
sensitive to the particular issues for adolescent males with cancer (Cohane & Pope, 
2001). The body image instmment (Kopel et al. 1998) is one that asks suitable
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questions and has good psychometric properties. However it is unable to link body 
image dissatisfaction it with psychosocial consequences. Body image is not a fixed, 
static concept and assessing body image in this way only measures a snapshot of the 
young person’s body image, which is dynamic and constantly changing according to 
context (Gleeson & Frith, 2006). Lastly, many quantitative studies have 
acknowledged their limitations of under-powered studies as it is difficult to recruit 
males for this kind of research (Wallace, Harcourt, Rumsey & Foot, 2010), and it is 
known that males typically under-report difficulties in questionnaires (Berger, 
Levant, McMillan, Kelleher & Sellers, 2005).
A qualitative methodology addresses many of the limitations of quantitative 
enquiry. As argued above, attempts to quantify concerns and understandings of body 
image have been problematic because the limitations of most self-report measures 
(Cohane & Pope, 2001). It is suggested that an exploratory qualitative study may 
enable a more in-depth consideration of the issues and could be more acceptable to 
adolescent males who may be less willing and able to articulate their body image 
concerns using more restrictive approaches to data collection. In the absence of an 
established body of evidence within the literature, there is justification for an 
exploratory study. Qualitative methodology allows for an inductive approach where 
themes emerge from the interview data, rather than anticipating a range of pre­
determined potential responses.
Interpretative phenomenological analysis (IPA) is the qualitative method that 
is particularly suited to this as it is exploratory and inductive and attempts to make 
meaning of an individual’s experience in context. The defining features of IPA are 
that it is grounded in;
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• Phenomenology, the practice of studying experience, particularly personal, 
lived experience.
• Hermeneutics, the practice of interpreting and making meaning of things and
• Idiography, working at an individual, rather than general level (Smith, 
Flowers & Larkin, 2009).
In summary, it is known that body image is an important aspect of identity 
development during adolescence. A disrupted body image can lead to psychological 
and social development problems, which clinical psychologists can intervene with. 
Cancer during adolescence provides a particular context in which body changes are 
likely to occur and could disrupt the process of body image development. The body 
image issues for adolescent males with cancer are likely to be different than for 
adolescent females, as they are in the general population, although research has yet to 
address this. The present study explores the experiences of adolescent males with 
cancer, with particular enquiry into body image issues, the psychosocial 
consequences of these, what might help or hinder in maintaining a good body image, 
and minimising the consequences of body image problems.
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Method
Design.
This study used an inductive qualitative design with in-depth semi-structured 
interviews providing the data for IPA analysis.
Participants.
The method of IPA allows the research to use a purposive sampling method. 
For a doctoral level piece of research, between four and ten participants are 
appropriate (Smith et al., 2009). The present study aimed to recruit eight participants, 
as this would allow for any participants who wished to withdraw from the study after 
their interview. The study would recruit no more than twelve participants, as it would 
be too large a dataset to analyse within the context of this research. It was also 
anticipated, based on previous research, that this would be a difficult population to 
recruit.
Participants were recruited from a specialist cancer hospital in the South East 
of England. The potential sample of all males who had agreed to be contacted about 
research on their records in the 13-21 age range was 495.
IPA requires the sample to be homogenous. This requirement also has to be 
balanced with the need to achieve 8 participants. Therefore the following inclusion 
criteria were decided upon;
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1. Male.
2. Aged between 13 and 21 (inclusive).
3. Have a diagnosis of any type of cancer.
4. Have been diagnosed for at least six months.
5. Have completed treatment within the past five years.
6. Have a prognosis of more than 3 months and not be receiving palliative care
only.
7. Participants must be well enough on the day of the interview to take part.
8. Participants must be able to conduct the interview verbally and in English.
After participants who did not meet the criteria were excluded, the number of 
participants who were invited was 183.
From this, seven interviews were carried out. The participants were male, 
aged 14-21 years. All were white British in ethnicity. Their diagnoses included 
leukaemia, brain tumour, testicular cancer and germinoma. They had all undergone 
treatment and had either chemotherapy, radiotherapy, surgery, bone marrow 
transplant or a combination of these. They had all finished treatment for a period of 
between 1 year 5 months and 4 years 9 months.
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Ethical considerations.
Ethical approval was given from the London Surrey-Borders NHS Research 
Ethics Committee (ref: 12/LO/1983, Appendix 1) and the University of Surrey 
Faculty of Arts and Human Sciences ethics chair (Ref: 890-PSY-13, Appendix 2). 
Approval was also given by the recruiting hospital’s research and development 
department. Confidentiality was ensured by storing data in locked files and on 
encrypted memory sticks. All identifying material from the transcript was removed, 
and participants were identified with pseudonyms.
Service user involvement.
Service user opinions on the project were sought from the University of 
Surrey service user and carer advisory group. A service user from the hospital and 
his family also gave their input by commenting and giving suggestions on the 
invitation packs and the interview schedule.
Interview schedule.
The questions for the interview schedule were arrived upon through 
discussion with supervisors, colleagues and a service user and were intended to be 
open ended and provide scope for interviews to last one hour, which is considered 
rich enough for IPA (Smith et al., 2009). The interview schedule was presented as a 
diagram (Appendix 3) which was visible to the participant and the researcher 
throughout the interview which allowed for a collaborative discussion of the issues.
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rather than a lineal list of questions. At each interview, participants were asked if 
there were important questions missed out, or if the interview schedule should be 
changed. All participants said they thought the questions were appropriate and 
covered the pertinent issues for them.
Procedure.
Potential eligible participants were identified through the hospital patient list 
and sent an age specific information pack (pack A for those under 18- Appendix 4 
and pack B for those over 18- Appendix 5). After 2 months potential participants 
who had not responded were sent a follow-up letter (Appendix 6) and were then not 
contacted further. Participants contacted the researcher to either take part in the 
study, or to say that they did not wish to be contacted again. The consultants and GPs 
of those who consented to take part in the study were informed (Appendix 7).
The method of data collection was a one-off, one-to-one, semi-structured 
interview carried out by the researcher with the participant. They were interviewed 
either at the hospital site or at their GP surgery if this was more convenient for them. 
Informed, written consent was sought from all participants, and parents in the case of 
participants under 18 years old. Interviews were conducted using the interview 
schedule, with further prompts from the interviewer. Often, the participants would 
only give short answers and had to be encouraged to give further information, which 
involved more prompting from the researcher than perhaps would be typical in IPA 
interviews. This involved moving away from the initial interview schedule in the 
direction that the participant took the interview. However, the researcher was always
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guided by the participant and attempted to ask open-ended questions wherever 
possible. The interviews ranged in length between 40 minutes and 1 hour and were 
recorded on a digital voice recorder. One participant chose to have a family member 
present, whilst all other interviews were conducted alone with the participant. 
Interviews were anonymised when they were transcribed and all names used in this 
report are pseudonyms.
Analysis.
The interviews were analysed using the IPA method proposed by Smith et al., 
2009. The researcher transcribed the interviews verbatim. Each interview was 
analysed in turn, before looking across interviews for super-ordinate themes.
Firstly, the researcher re-read the interview several times, and once again 
with the audio recording to familiarise herself with the interview content and 
structure. At this time, the researcher made notes of initial thoughts, observations and 
interpretations.
Secondly, there was a process of initial noting, which involved making 
descriptive, linguistic and contextual comments in the right hand margin of the 
transcript (Appendix 8). The aim of this was to have a detailed set of notes which 
explored both the semantic content and how this was expressed.
The next step was to generate emergent themes from the data. This involved 
interpretation of the initial coding data, in order to encapsulate what the participant 
has said, and the meaning made from this. This process was carried out using QSR 
NVivo version 10, a qualitative software package.
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These initial themes were then considered in list form and in a visual model 
(Appendix 9) to search for patterns and connections between them. Using a visual 
model allowed the researcher to position themes in relation to each other, which 
helped to see where there were super-ordinate and sub-themes. Items in the model 
could then be moved and themes refined.
Finally, the themes from each interview (Appendix 10) were considered 
together, and the process of making connections and clustering was done again in 
order to form a model of super-ordinate themes across interviews, with sub-themes.
Reflection on analysis.
The researcher used several methods to consider her own position within the 
research. This is important because IPA is a double hermeneutic, i.e. the researcher 
makes meaning from the transcript that shows the participant making sense of their 
own experiences. The researcher kept a research log (Appendix 11) throughout the 
process to identify her own experiences, influences and assumptions about the 
interpretations she was making. She also discussed the process with supervisors and 
colleagues and all themes were discussed as to how they emerged from the data and 
fitted together.
This process of reflection allowed the researcher to seek alternative 
perspectives on the interpretations. An example of this is that the researcher noticed 
that she came with an expectation from her own experiences and knowledge of the 
literature that this group would have body image issues, but may not want to talk 
about them. Acknowledging this and trying to put it to one side helped her to be
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more objective, rather than seeking out problems from the data. Another example 
was that and at the time of the analysis there researcher was studying the 
psychoanalytic model. Therefore, psychological struggles were possibly interpreted 
by the researcher more in these terms, for example seeing denial of problems as a 
defence. Discussing this with others allowed her to consider what psychological 
models she was using and understand what the participant was saying in a different 
way.
All interpretations and final themes were agreed on by the researcher and her 
supervisors. These processes allowed the researcher to be as transparent about the 
analysis as possible and open for critique and refinement of the themes by others, 
which gives the data credibility.
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Results
The data from seven interviews yielded four overall themes which are 
displayed, with relevant sub-themes in Table 1.
Table 1: Table o f final super-ordinate and sub-themes
1 Developing identity within a maturing male body with cancer.
1.1 Hair matters in portraying preferred individual identity.
1.2 Body changes outside the normal range are unacceptable to self and others.
1.3 Masculinity is particularly related to body shape.
2 Social role of the body in identity development.
2.1 Social judgements are based on appearance.
2.2 Social emotions related to visibility of cancer.
2.3 Not participating in activities reduces social roles.
3 Adolescent males do not readily talk about the body.
3.1 Conforming to masculine social norms to not talk about the body.
3.2 A defence against negative feelings about the self and body.
3.3 A limited set of emotion words to talk about the body.
4 Trying to feel normal in the context of cancer.
4.1 Normal environment provided by family and friends.
4.2 Thoughts focused on recovery.
4.3 Gaining a sense of control over illness.
4.4 Keeping in touch with values.
4.5 Finding benefits from having cancer.
The first three themes seem to be particular experiences of adolescent males with 
cancer, whilst the fourth super-ordinate theme repeats many of the coping strategies
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that are well established in the cancer literature (Kyngas, et ah, 2001) and seems to 
be about coping with cancer in a general sense rather than body image concerns in 
particular. Therefore, only the first three themes will be discussed in further detail as 
these best answer the research questions about the experience of body image and the 
psychosocial consequences of appearance concerns.
1. Developing identity within a maturing male body with cancer.
The participants described how appearance was important to them as part of their 
self-image and how they wanted to portray themselves as an individual (1.1. Hair 
matters in portraying preferred identity). Hair was focused on because the loss of 
hair in cancer was so visible to the participants and these abnormal changes were 
perceived negatively (1.2 Body changes outside the normal range are unacceptable to 
self and others). Finally, body shape and size were particularly important for the 
participants as they were trying to develop a masculine identity with a body that did 
not always match their expectations (1.3 Masculinity particularly related to body 
shape).
1.1 Hair matters in portraying preferred individual identity.
The participants described how appearance was important as part of their 
self-image and how they wanted to portray themselves as individuals. Losing hair 
during cancer treatment highlighted to the participants how important hair was to 
them, where they may not have considered it before.
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“I  think hair sort o f [pause] i t’s part o f your identity, i t ’s part o f your image. ” Dave, 
56^
Western culture values individuality (Eckersley, 2006) and when they had 
control over the way they looked and the way they could wear their hair, they liked 
to have an image that stood out. Jason described how he liked his hair when it looked 
different to everyone else’s.
“And it looked kind o f cool, it looked kind o f like a mane, ‘cause I  didn ’t have it cut, 
so it was like split ends everywhere it was like crazy. It was just like, yeah, rocking 
some like hair. ” Jason, 504.
Michael liked the fact that his hair got respect from other people and reflected his 
personality.
“when my hair was really grown quite long all o f  my friends with like you know, 
short hair, they were all sort o f “cool hair” and things like that ...^ I  was the more 
outlandish ones than the other ones, the teacher hated it but that was me. ” Michael, 
538.
This wanting to be seen as an individual was also reflected in the participants’ 
denial that they wanted to look like anyone else.
“I  mean I ’d rather be like myself rather than try and copy someone o ff the TV or like 
a magazine or whatever. ” Michael, 529.
“ I  don’t really aim to look like anybody else apart from myself. ” Jason, 44.
 ^Pseudonyms and the line number where the quote begins in the transcript are presented after each 
quote.
^ . . .  Denotes words removed from original quotation.
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The researcher noted that all of the participants had short, conventional 
hairstyles for a male of their age at the interview and several had hairstyles that seem 
to be styled upon young men that adolescent girls typically find attractive. It would 
seem that admitting this would not be in-keeping with trying to develop a sense of 
individual identity as an adolescent male.
The participants had talked about being an individual in a positive way, but it 
is recognised that appearance should be within socially defined limits of “normality”.
“I  mean obviously everyone’s unique in a way ... but not unique in a bad way I  
guess. So i f  I  did something good that was I  mean I  don’t really, I  guess not just, not 
being too different, perhaps”. Peter, 325.
During times of illness, the participants were forced to look different, so their 
focus shifted to wanting to look the same as everyone else, as the next theme 
explores.
1.2 Body changes outside o f the normal range are unacceptable to self and
others.
In the context of cancer, the participants experienced changes that then 
became outside of the “normal” boundaries and they became, as Peter said, “unique 
in a bad way”. Hair loss due to chemotherapy was something that nearly all of the 
participants had experienced and this seemed to be unacceptable to them as it 
prevented them from portraying their preferred identity.
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“it was more or less the hair falling out which was really hard like to witness it and 
fo r  other people around you to sort o f see you in that state and emotionally that’s 
quite a hard thing to deal with, ‘cause you see yourself every day and you like what 
you look like, then all o f  a sudden, like your personality, your own image, sort o f  
fading away in front o f you ” Dave, 44.
“hut i t’s like really thinned out and you can see like their scalp and stuff I  didn’t like 
that because I  thought I  looked like Gollum i f  I  had it like that o ff o f  Lord o f the 
Rings. I  was like, I  don’t want to look like Gollum. ” Jason, 502.
Jason’s choice of image as Gollum is particularly striking and shows how 
disgusting he found the sight of losing his hair and that he may be viewed as a freak 
by others.
For Peter there was also a sense that he did not like any changes that were 
outside the normal range for him and his identity as having had straight hair, as his 
hair grew back curlier than before he had chemotherapy.
“Ijust don’t like it. Maybe it’s ‘cause it’s not the same as when I  was younger. Er, I  
don’t know, Ijust don’t like it. ” Peter, 300.
There is something about the importance of losing hair at this age for the 
participants, as whilst it may be normal for men to lose their hair later in life, it is 
extremely unusual for an adolescent male to have no hair, and therefore serves as a 
signal to others that there is something wrong or unusual about them.
“ ‘cause most boys like lose their hair later in life anyway. But as you ’re like a 
teenager kind o f thing, i f  you lose your hair i t’s still quite dramatic. Probably still
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feel kind o f low about yourself and like, you don V really want people looking at you 
like it, ‘cause you ’re like, you don’t like it. ” Jason, 566.
Body changes that weren’t a sign of cancer and could be considered normal 
for a teenager were not seen as distressing as Dave said about acne that was caused 
by cancer treatment “it’s usual, i t ’s common, so i t’s not as had as hair loss” Dave, 
501.
1.3 Masculinity particularly related to body shape.
Body shape and muscularity was another change that the participants said 
was particularly important. There is some overlap with the previous theme, in that 
the participants wanted to be perceived as “normal” in terms of body shape when 
they had cancer. The treatments for cancer can make patients either look overweight 
or skinny, so the participants initially described wanting to be average in terms of 
this scale.
“probably somewhere in between would be the best, not fat, but not like really 
skinny. ” Jason, 354.
“being male, because you like, most people who are males, most o f  them aren’t like 
super fat. But then they ’re not really skinny, they ’re mostly in the middle. And then 
I ’m not really in the middle. I ’m more towards the skinny side because o f  it, and I  
didn ’t eat as much when that happened. ” Neil, 405.
“it’s better when I  haven’t got fa t cheeks ”. Gary, 155.
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When they started to think about their ideal body shape though, the issue 
turned much more to muscularity and being big.
There was an aspiration among the participants to be more muscular as they 
looked up to sporting role models who had this type of physique, as Neil said “Manu 
Tuilagi. H e’s massive! ” Neil, 680. The desire to have a muscular body was pertinent 
for those who participated in sports and value was placed on males who had a toned, 
powerful physique.
“body image, i t’s important in sport, ‘cause obviously i f  you’ve got a more suitable 
body fo r  sport, then you get selected, ... /  think i f  you had a better body, then both 
males and females would perceive you as better, in the sense you look more ... i t’s 
just perceived as better physically, more healthier, do you know what I  mean, more 
masculine. ” Dave, 206.
Dave’s comments also reflect the importance of being seen as more dominant 
and powerful, about getting selected for sports and being seen as a threat by 
competitors. These feed into typical Western ideals of masculinity, which are 
reflected by a strong body.
The participants were also aware that how masculine they looked would 
affect their attractiveness to women.
f  : “What do girls like? ” G: “Yeah, just muscle, yeah ”. Gary, 330.
It seems that body shape and muscularity is related to feeling masculine and 
that cancer treatment can disrupt efforts to achieve this with unwanted weight loss or 
gain.
‘I” denotes interviewer and the initial o f  the pseudonym denotes the participant.
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2. Social role of body in identity development.
The body changes experienced by the participants were not only distressing in 
terms of how they viewed themselves, but how they thought others perceive them. 
This would play a role in their developing social identity and what groups they 
would be able to identify with. The sub-themes related to the social role of the body 
focus on the adolescent’s heightened sense of awareness of social judgements (2.1 
Social judgements based on appearance) and on the way that having cancer and 
already feeling like your body is outside of the normal range can exacerbate this. 
This then has the consequence of a range of feelings from self-consciousness through 
to social anxiety (2.2. Social emotions related to the visibility of cancer). For some 
participants these feelings led to avoidance of social situations which meant that 
there was a reduction in the activities they took part in and for this group, this 
reduced the number of roles they had socially (2.3 Not participating in activities 
reduces social roles).
2.1 Social judgements based upon appearance.
Even within the “normal” range, the participants were aware that their social 
identity would be formed based on appearance, through the social judgements of 
others.
“depending on what clothes you ’re wearing is depending on what friend group 
you’re like defined. Like i f  you was wearing like tracksuits... you ’d  be kind o f  
associated with like being like a chav ... i f  you’re wearing ... baggy jeans and like 
baggy clothes, you’d be kind o f affiliated with being like a skater person ” Jason, 450.
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The changes that stood the participants out as being cancer patients therefore 
provoked unwanted attention from others which the participants noticed.
“because obviously you know i f  you’ve been like a bald kid you know there’d be sort 
o f like you know, glances” Michael, 453.
Even more distressing for Neil though was the idea that people would 
misjudge his skinny body shape as not to do with cancer.
“Well, people can just go ‘oh look at him’ and they might misjudge you and think 
you ’re anorexic and stuff, which I ’m not. ” Neil, 395.
Social judgements seemed to have more or less of an impact on the 
participants depending on their personality style as being someone who cares about 
what others think or not.
“I  mean I ’ve never been that worried about ... what other people think I  look like. ” 
Michael, 469.
“My parents have always said I  care too much about what other people think. ” 
Peter, 331.
It also depends on the context and whether the opinions of the other people 
are important to the participant in terms of their developing sense of self.
“if  you ’re just going up to the shopping centre you ’re not meeting new people, 
you ’re just with your friends who probably wouldn ’t really care what you look like, 
but like i f  you ’re meeting new people then obviously you want to look your best. ” 
Jason, 79.
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2.2 Social emotions related to the visibility o f  cancer.
The increased feeling of being “not normal” and the heightened awareness of 
social judgements based on their changed appearance led to some difficult feelings 
for the participants. They described this in terms of “self-consciousness”, an 
increased awareness of how they look and an increased concern of how others would 
react to their appearance.
“Initially, I  was quite worried about what girls would think and stuff” Dave, 180.
“‘cause you like think you ’re normal but you ’re not, you’ve got no hair, and it’s just 
like you feel really self-conscious and you ’re like, you are not normal to everyone 
else, being bald that young” Neil, 634.
As the participants were feeling more self-conscious about themselves, they 
became more aware of others judging them.
“when you ’re feeling fi t  and you ’re healthy, and comfortable in your own self, you 
don’t really care what other people think. But when you ’re not actually comfortable 
in yourself, then you start to worry about what other people think. ” Dave, 353.
“Well, at school, I  find  that, even though they might not be talking about me, I  just 
feel that they are talking about me when I  see people. ” Gary, 22.
Whilst it is likely that people did stare and talk about them, sensitivity about 
drawing attention to themselves may develop into a form of social anxiety. They 
feared people were judging them, even when they may not have been.
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“I  was really worried about what other people say, but then as I  experienced later 
people were a lot more supportive, and that wasn ’t really happening. But I  was still 
having that fear ofpeople saying this, and people looking wrongly at me ” Dave, 77.
Some participants related this feeling of self-consciousness to feeling less 
confident, partly due to not having the identity they aspired to because of the body 
changes caused by cancer and treatment.
“I  was still me, but I  was a lesser, do you know what I  mean, I  was, emotional, you 
know... I  wasn’t the same person I  was before or am now, ‘cause I  wasn’t as 
confident in myself, yeah. ” Dave, 134.
“obviously like some people took like the Mick out o f me having no hair ‘cause they 
didn’t really know what I  was going through at the time, which obviously like 
knocked my confidence a bit. ” Jason, 294.
“I  think it was more a confidence thing, I  didn’t really want to go out into er like, say 
going out at lunch where there was loads o f people ‘cause I  know people would look 
and be strange. ” Peter, 25.
Even when participants felt they had not lost any confidence, there was still a 
link between body image and self-confidence.
“I  suppose at least i f  you ’re happy with your body then you ’II be more confident and 
everything. ” Michael, 237.
The feeling of being set apart from others, more self-consciousness and lower 
confidence, led some participants to avoid situations where they would fear more
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social judgements. One participant started avoided going out because of how he felt 
about his appearance.
“on the weekends I  didn’t really try and go out as much as I  would normally... 
you ’re more comfortable staying at home. ” Dave, 436.
When avoidance starts to play a role in how the participants cope with 
anxiety, it begins to become problematic in identity formation, as is explored in the 
next theme.
2,3 Not participating in activities reduces social roles.
Many of the participants described themselves as sporty and this was part of 
their identity as an adolescent male. The body changes resulting from cancer meant 
that participants were sometimes unable to continue with this role which may have 
been due to avoidance of social judgements.
“I ’d  never go swimming or anything i f  there was anything like that on ... I  mean I  
got enough stares and looks in the corridor from just my hat”, Peter, 291.
They may also not feel well enough, or be told by others not to participate in 
sport because of an ill body.
“I  was quite sporty at school before, well before and after, but during I  couldn ’t play 
like hockey, cricket or actually any sport and I ’d usually go and play sport at 
lunchtimes ...so  not being able to because o f the way my body was obviously, cause 
I  was ill and I  couldn’t do the things I  used to be able to do, that sort o f took away a
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social, ‘cause obviously there’s a social aspect o f sport, so that took away that 
aspect o f school and my social life. ”. Peter, 130.
Sport seemed to be an important part of social relationships with others, and 
testing out their identities as young men, which was hampered by cancer treatment. 
Gary had a weakness in his right hand due to cancer treatment.
“I  can’t do like arm wrestles because they’re right handed so and I ’m left handed, so 
i t’s a bit tricky” Gary, 50.
Being treated differently by peers in sporting situations also made them feel 
less powerful as a sportsperson, which could be problematic for a developing sense 
of masculinity.
“other people would be worried i f  say I  started playing football with them, other 
people would probably treat me with caution as well, so they won’t want to tackle me 
or what not” Voter, 156.
3. Adolescent males do not readily talk about the body.
This theme explores how the participants talked about their bodies and the 
emotions associated with their body image. This sample was comprised of adolescent 
males who responded to an advert and were willing to talk about their body. 
However, during the interviews, it took some time to get them to talk about any 
appearance concerns and there would sometimes be direct contradictions in what 
they said. Peter initially claimed “well clearly obviously I  don’t take much pride in 
my hair”, Peter, 56. However, he later goes onto say “I  told you my hair’s gone a bit
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curly, I  straighten my hair now, so maybe that’s something.” Peter, 293. This 
suggests he actually takes a great deal of pride in his hair. The reluctance to discuss it 
may be because he is denying the importance in some way in order to conform to 
masculine social norms (3.1 confirming to masculine male norms), or protect from 
negative feelings about the self (3.2 a defence against negative feelings about the self 
and body). It may also be that they do not have the words to express feelings about 
emotions and the body (3.3. a limited set of emotion words).
3.1 Conforming to masculine male norms to not talk about the body.
During the interviews, some participants said that they did not have any body 
image problems, and did not care about the way they looked. One participant said “I  
mean I  wasn’t that bothered” Michael, 110, having previously said how important 
his hair was as part of his identity. In their social interactions, participants said they 
did not want to talk to anyone about their body when they were going through 
treatment.
“I  didn’t speak about my body to really anyone ” Jason, 424.
One way to interpret this is that the participants are conforming to masculine 
gender norms that you should not be concerned about the way you look, and that 
interactions should be based upon a masculine activity, such as football.
“I: Is it something that you and your like friends at school might talk about, your 
body? N: Mmm, no, we just play football. ” Neil, 491.
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3.2 A defence against negative feelings about the self and body.
Another possible interpretation is that not talking about the body is part of a 
process of denial which serves as a defence from negative feelings about themselves 
whilst they were going through the cancer treatment.
“’cause I  think i f  you dwell on it [body changes], it’s going to affect you more” 
Dave, 606.
This type of defence could also be seen as a stereotypical British, male way 
of coping with things, and a “just get on with if ’ attitude, that does not value being 
emotionally distressed, particularly if there is nothing that can be done to fix that 
(Berger, Addis, Green, Mackowiuk & Goldberg, 2012).
“ ‘Cause like there was nothing I  could do about it, so I  thought I  just didn’t really 
care. ” Jason, 167.
“I  mean I  don’t see why, you know, i f  you get down about something like that, there’s 
nothing you can do about it” Michael, 381.
3.3 A limited set o f  emotion words to talk about the body.
Another observation from the interviews was that the participants had a 
limited range of words to talk about emotions and how they felt about their body. 
Whilst Gavin thought that the way he felt about his body and his mood were linked 
he found it hard to find the words to express this.
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“G: Well i f  I ’m like, i f  like one day I ’m happy about my body, I  feel happy, whereas 
i f  I ’m not the other day, I  feel sad like, yeah. I: Can you say a bit more about that? 
G: Not really. I  don’t know ”. Gavin, 234.
Other participants had one or two words that they used frequently to describe 
what was potentially a range of emotions, Neil in particular frequently used weird 
and annoying as his emotion words.
“I t ’s like yeah, I  could be really conscious o f my leg and my arm, ‘cause it might feel 
a bit weird, ‘cause everyone else is like normal with normal body and then I ’m just 
different so it can be a bit weird. ” Neil, 211.
“it looks a bit different and can be quite annoying because you can see all the bones 
in it”. Neil, 159.
Some of the participants needed more time to find the right words, but were 
able to eventually.
“Well it can be like really annoying because it’ll be like, thin hair’s like really, er it 
can be like er, it can be like, that’s a lot o f times I  said it could be like. Erm it can 
just like, it can like. I  can’t explain it.
I: You can’t explain it? What do you mean? Can you talk around it rather than a 
particular word?
P: I ’m just going to say it could be like again. Erm, dunno.'” Neil, 469.
However, with further time and prompting, he was able to explain what he meant
“It can just be different because it’s like see-through, you can just like see it. And 
then it just like reflects the sun and it can be bleached really easily. ” Neil, 477.
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It may be that because males aren’t socially expected to talk about their 
emotions as much, they have not developed as many skills by adolescence in talking 
about themselves in this way, so more time and prompting may be required, as was 
the case in the interviews.
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Discussion
The data yielded four master themes which were;
1. Developing identity within a maturing male body with cancer.
2. Social role of body in identity development.
3. Adolescent males do not readily talk about the body.
4. Trying to feel normal in the context of cancer.
What these themes suggest is that firstly, having cancer made the task of 
developing a masculine sense of identity more difficult for the participants. Whilst 
they did not directly talk about developing identity, the interpretation of the text and 
their developmental stage suggests that this a key task for them. Hair and body shape 
were identified as being an important part of their individual sense of identity and 
when these were disrupted by cancer, this was seen to be unacceptable to themselves 
and to others. Secondly, body changes related to cancer made the participants feel 
“not normal” and this affected their sense of social identity. This had some 
psychological consequences for the participants, from slightly increased self- 
consciousness, to social anxiety and avoidance of activities, which may reduce their 
social roles. The third theme suggests that adolescent males do not talk about the 
body because they may be conforming to masculine male norms, they are defending 
against negative feelings, or they do not have the words to talk about it. Finally, a 
protective task for many of the participants was to try and feel normal in the context 
of having cancer and therefore being “not normal”. The ways in which they did this 
were not unique to adolescent males and are seen in many groups of people with 
cancer, so they have not been considered in as much detail as they do not make a
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unique contribution to the literature. These messages will be considered in relation to 
the existing theory, empirical evidence and clinical relevance.
Adolescence is a crucial period for identity development and it is a time 
where body dissatisfaction tends to be at its highest (Littleton & Olldendick, 2003). 
Hair plays particular cultural significance in society and “from monks to skinheads, 
prisoners of war to warriors...hair makes a statement, whether chosen or imposed” 
(Cash, 2001 p i61). There was perhaps an assumption that adolescent males would be 
less distressed by the loss of their hair from chemotherapy than would females, as 
males may choose to wear their hair very short anyway, and most men lose their hair 
later in life. Losing hair at a young age for men is seen as atypical and socially 
undesirable (Cash, 2001), so this may be less of an issue for older men than it is for 
adolescents. Not having the choice of how to wear their hair led the participants to 
feeling as though they had lost part of their identity they and had negative feelings 
about the way their scalp looked. This resonates with women’s descriptions of 
regarding their bald heads as a reminder that they are a cancer patient (Harcourt & 
Frith, 2008).
The other body feature that the participants found distressing was not having 
the “lean muscular” image that is seen by many as the ideal male body (Ricciardelli 
& McCabe, 2011). This body shape has come to define “masculinity” and has 
historical roots in evolution, i.e. survival of the fittest and more recently a revival of 
positive masculine identities in the face of what Luciano (2007) argues to be greater 
gender equality and féminisation. It was not possible for the participants to maintain 
this image whilst receiving cancer treatment and this led to them feeling dissatisfied 
with their bodies. There are potential negative consequences of having to live up to
39
this ideal male body, such as muscle dysmorphia and behaviours such as steroid use, 
strict diets and over-use of the gym (Cafri et ah, 2005). This is not something that the 
participants described as they were all able to regain a body shape that was 
acceptable to them, but it could more adversely affect those with a longer term 
change in body size. All of the participants described being involved in sports. This 
meant that body size was important, because it is relevant in sport, but it was also a 
factor in helping them maintain an appropriate body shape and size after cancer 
treatment. Evidence suggests that adolescent males who regularly participate in sport 
are less likely to be dissatisfied with their body than those who don’t (Perron, 
Narring, Cauderay & Michaud, 1999), so sport may have been a protective factor for 
the participants in this study. The masculinity described by the participants is one of 
traditional, hegemonic masculinity which is therefore what is presented in the results. 
There are however alternative, multiple forms of masculinity that men can 
dynamically shift between (Connell, 2005). If an alternative model of masculinity 
was held by the participants, the study may have yielded different findings than the 
ones presented from this sample.
The participants described a range of emotions, from feeling slightly self- 
conscious about their body through to what could be described as social anxiety. 
Whilst undergoing treatment, many of the participants chose to hide their visible 
difference, or avoid social situations which highlighted their body image concerns. 
These seem to have been relatively effective strategies in the short term, and the 
participants changed this pattern of avoidance once they felt more comfortable with 
their bodies. Where changes are more permanent, these strategies are likely to be
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ineffective and they will need to foster more of a sense of acceptance around body 
changes (Kranz, 2011).
Engaging with peers is extremely important in identity development 
(Doumen et ah, 2012) and there have been links between peer stress and body 
dissatisfaction recorded (Murray, Byrne & Rieger, 2011). This type of research has 
tended to be cross-sectional, so it has been difficult to infer causality about these two 
factors. This study cannot infer causality either, but participants appeared to suggest 
that increased peer stress such as teasing by peers contributed to the participants’ 
body image dissatisfaction when they had cancer, and because they were avoiding 
situations they had fewer social roles which intensified peer stress.
Finally, interpretation of the data suggested that the participants found it 
difficult to communicate their thoughts about their body and emotions. There appears 
to be a cultural expectation that boys are less likely to express emotions than females 
(Fabes & Martin, 1991). Participants may have been participating in masculine 
cultural norms in this regard. It has been argued that gendered cultural norms 
regarding communication are brought out to a greater or lesser extent in different 
contexts (Tenenbaum, Ford & Alkhedairy, 2011). Being interviewed by a female 
researcher may have made it less likely that the young male interviewees would 
disclose beliefs and behaviours that counter social norms (Dindia & Allen, 1992). It 
is suggested that sports provide an acceptable forum for men to discuss the body 
(Grogan & Richards, 2002), as in the context, men can move the focus of the 
conversation from concerns about appearance, to functionality, and this was found in 
the present study. It also helps to normalise the experience of body image concerns 
as a male, and this process helps to reduce the effect of gendered social norms and
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allow males to speak more freely (Brooks, 2010). Another interpretation of this 
reluctance to talk about this body is that the participants were denying the importance 
of their body as part of a defence mechanism, because acknowledging the distress 
their body was causing them may have been too difficult when they were going 
through treatment and had numerous concerns. This seemed to be an acceptable 
strategy for them in the short term, when they could assimilate what had happened 
after the event, but for adolescents who may have more permanent changes it could 
be maladaptive (Kranz, 2011). Lastly, it is also possible that participants may not 
been able to talk about their bodies due to anxiety during the interview. Whilst none 
of the participants seemed overly anxious in the interview, it was an unfamiliar 
situation to them and perhaps they could have said more if they felt more 
comfortable.
Whilst most of the interpretation of the data is seen as cancer having a 
detrimental effect on body image development, some of the participants spoke about 
finding benefits to having cancer. For example, scars were a reminder that they were 
strong and can get through anything. This can be understood as an example of post- 
traumatic growth (Tedeschi & Calhoun, 2004).
Limitations and recommendations for future research.
These findings are tentative and cannot be generalised to the whole 
population of male cancer survivors as these are the experiences of seven adolescent 
males from one hospital site. However, they do have transferable value and given 
that the results can be understood in the context of existing literature, they therefore 
add to the knowledge about adolescent males with cancer as a group. Insights gained 
about the barriers to young men discussing the body and body image will provide
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useful direction for the development of a body image measure that will address 
particular concerns of adolescent males with cancer. This might include questions 
about particular body parts such as hair, muscles, body weight, enquiry about the 
function of the body as well as appearance, and proximity to a preferred identity. 
This could provide a starting point from which to collect comparable evidence to 
relate male appearance concerns about cancer with other populations, for example 
adolescent females with cancer, or healthy adolescent males, to make further enquiry 
about the role of gender or diagnosis of cancer in psychological adjustment to the 
impact of cancer on the body.
A difficulty with the present study was the low response rate to initial 
adverts. Whilst enough participants were recruited to make the study feasible, the 
participants were similar in terms of socio-economic status, ethnicity, being 
reasonably articulate and confident, not experiencing high levels of current distress, 
supportive parents, taking part in regular sporting activities. Whilst this is helpful 
from a homogeneity stance, which is important in IP A research, it is not 
representative of adolescent males with cancer as a group. On other characteristics, 
the sample was heterogeneous in terms of age, cancer diagnosis, treatment and time 
since their cancer treatment. They therefore had potentially very different 
experiences of having cancer as an adolescent male which will have affected the 
analysis. However, similarities were still found in themes across interviews, even 
though the specifics of their experience varied.
In the present study only nine potential participants contacted the researcher 
to decline. Of these five gave no reason, two said it would be too distressing and two 
thought that the topic did not apply to them. Future research might investigate why
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this group does not want to take part in research of this type, for example, whether it 
is because they are not concerned about appearance, or because they fear negative 
consequences from involvement, including distress. The intensive nature of an 
interview may have been anxiety provoking for some potential participants, 
particularly if they lack confidence, which may be the case if they are experiencing 
body image problems. Another form of research, for example shorter, online, and 
perhaps anonymous questionnaires may allow them to participate more easily.
The researcher who carried out the interviews and analysis was a novice in 
terms of IP A research. This will have had an influence on the quality of the 
interviews and data analysis. Steps were taken to ensure that the researcher was able 
to carry out an IP A through the use of practice interviews and feedback. However, 
interviewing adolescent boys meant that they did not always offer as much 
information freely and required more prompting from the researcher. At times this 
meant asking closed questions to gather information and build rapport, although the 
interviewer was conscious to ask open-ended questions wherever possible. In 
preparation for the analysis, the researcher had teaching on and read about IP A 
method. She was supervised by more expert IP A researchers. The researcher was 
open about the process of analysis and themes were agreed by three separate people, 
however all have been influenced by their knowledge of the literature. Thus, whilst 
the IP A method is inductive, it has still been influenced by theory and empirical 
evidence, as this was known to the researcher when analysing the data.
The research took place within a psychology department at a specialist cancer 
hospital. There are already some treatments taking place for body image problems in 
adolescent boys with cancer. It was partly because referrals are received for this that
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the current study was considered necessary. It would be helpful if more data could be 
published on the number of adolescent males with cancer seeking additional help for 
body image concerns, as this would be helpful in understanding the scale of the 
clinical need. Additionally, where interventions have been carried out, it would be 
helpful to publish outcome measure data to look at what the most effective 
interventions would look like in terms of theoretical model and delivery format. This 
would inform further trials and increase the evidence base for psychologists to use 
when deciding upon appropriate interventions.
Clinical utility of research.
Whilst recognising the limitations of a small scale exploratory study, it is 
argued that this research has clinical utility in terms of identifying the difficulties of 
enabling young men to discuss body image concerns and what those concerns might 
be. The findings have been discussed with the research site’s multidisciplinary team 
(MDT) and they seemed to resonate with their experiences of working with 
adolescent males with cancer. The MDT recognised that they sometimes avoid 
talking to boys about body image problems, because both parties seem to find it 
embarrassing and uncomfortable and there was an assumption that body image 
problems were not as prevalent in boys. One thing that can be taken forward from 
this research is that appearance and body image issues are something that boys think 
about, but they find it hard to talk about for various reasons. Giving boys an 
opportunity to talk about these issues could be helpful to them, and even if their 
initial response is denying that they have any issues, this cannot always be taken at 
face value and opportunities need to be continually provided. Knowing more about 
the aspects of the body that boys may be concerned about will provide focus for
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clinicians in developing a dialogue about the issues. Another important part of this 
normalising process might involve offering wigs to adolescent males and 
normalising this. Only one participant said that he was offered a wig, and would have 
worn one, but was concerned it may not look realistic. Perhaps giving boys the same 
opportunity to look at wigs and try them on might be helpful at hiding hair loss. It is 
pertinent to note that, the main charity which offers real hair wigs to young people is 
named “Little Princess Wigs”. This clearly does not fit with adolescent male norms, 
and perhaps a more masculine or neutral name might help this group to access wigs.
Another idea that the MDT had was to set up a body image group for 
teenagers and young adults. This research suggests that an all-male group might be 
most appropriate given the difficulties discussing issues with the researcher and the 
fact that the body changes experienced by adolescent males have a particular 
meaning for them, which may be different than for females. Brooks (2010) suggests 
that masculine gender norms regarding emotion are best challenged in an all-male 
setting. They may also want to consider a activity based group rather than talking 
about body image per se, as it was extremely difficult to recruit for this study. The 
participants in this study may have responded well to a group about sport or exercise 
as a way into discussing appearance issues was often to first talk about the function 
of their bodies. This may not be appropriate for all patients, but could be a useftil 
starting point from which to develop an intervention.
This investigation into how adolescent males with cancer experience their 
bodies has been a helpful starting point in understanding what the most prevalent 
body image concerns are and the challenges involved in communicating about their 
bodies.
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Appendix 1: Ethical approval letter given by the London Surrey-Borders Ethics 
Committee
National Research Ethics
Service Health Research Authority
NRES Committee London - Surrey Borders
HRA
R esearch  Ethics Ccm m itte* iREC j London Centre 
(jfOafvd Floor 
Skiffion H o js e  
M  Lorcon Road 
London SE1 ÔLH
Teeprone: 02:' 7972 2K4 
Fszsmle: 020 7972 2592
06 February 2013
Mrs Annabel Christopher 
Trainee Clinical Psychologist
Surrey and Borders Partnership NHS Foundation Trust
Unr/ersity of Surrey
G uildford
Surrey GU21 6DR
Dear Mrs Christopher
Study title: What are the psychosocial impli cations of body iirvage Issues
in adolescent males with cancer?
REC reference: 12)'LOi'1983
IRAS project ID: 113160
Thank you for your email of 05 February 2013, responding to the Committee's request for further 
inhomnation on the above research and submitting revised do-cumentaton.
The 'urther innormation was considered in correspondence by a sub-commitee of the REC. A list cf the 
sub-commitee members is attached.
We plan to publish your research summary wcrding for the above study on the NRES 'webshe, together 
with your contact details, unless you expressly withhold permissbn to do so. Publication will be no 
earlier than three months from the date of this fa>.ourable opinbn letter. Should you wish to pro'-’ide a 
substitute contact point require hjrther information, or wish to withhold perm.tsaon to publish, please 
contact the Co-ordinator Mrs AI ka Bhayani, NRESCommhtee.Londorj-SurrevBordersiS'nhs.net.
Confirmation of ethical opinion
On behalf of the Comm it ee, 1 am pleased to confirm a favourable ethical opinion 'or the above research 
on the basis described in the application form, prctocol and supporting docujmentation as revised, subject 
to the corditions specified below.
Ethical review of research sites
NHS sites
The favourable opinion applies to all NHS sites taking pian in the study, subject to management 
permission being obtained from the KH3.'HSC R&3 office prior to the start of the study (see 'Conditions 
O'the favourable opindn" beiowj.
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NorvNHS sites
Conditions of the favourable opinion
The 'avourable opinion is subject to the following conditions being met prior to the start of the study.
Management permission or appn^val must be obtained from each host organisation prior to the start of 
the study at the site cor>cemed-
Msnagemeni perTTi’co'on (TRSD approval") ohould be cought from NHS organsoaüonc irva^ved in * e  
ztudyin accordance whh NHS research governance arrangementc.
Guidance on applying for NHS permission for research is available in the Integrated Research Ap-piication 
System or at htto'j'/www.rdfbrum. nhs.uk.
iVhere a NHS organicaîion'c role in îhe ctudy ic limited to rdefdf^ir?g ar:d f^ferringpotentialparticipardc to 
recearch citec ("participant identificadon cerrtre"}, guidance choiàd be sought from the R&D office on the 
irdormation it requires to gve  pemVcaon for this activity.
For non-WHS sites, s'te management permicc.ôn should be ob+a.hed /n accordance A-iih the procedures 
of the relevant host organisation.
:^iTCoro are not.required to notify the Committee of approvals from host organisadons
ft is the responsibility of the sponsor to ensure that all the conditions are complied with before the 
start of the study orfts initiation at a particular site (as applicable).
Approved documents
The final list of documents reviewed and approved by the Committee is as follcfts:
Documerfr Verowi Date
Co-vering Leder from Mrs Annabel Christopher 27 No'/ember2312
E'tfldence of insurance or indemnity from Zurich Municipal 30 July 2C12
(3P.''Consuttant Information Sheets Letter to Consultant / GP 
Version 1
G8 January 2013
Interview ScheduleS'Topic Guides 2 10 No'vember2312
In'vestigatorCV for Annabel Christopher 17 November 2312
Leter from Sponsor from Alison Cummings 17 July 2C12
Odier Summary CV for Academic Supervisor - 
Hiate Gleeson
27 November 2312
O her Summary CV for Academic Supervisor - 
Lesley Edwards
14 May 2D 12
O her Demographic Innamadon sheet 1 19 November 2312
Oher. Invitation letter - Parenti'Guardian 1 19 November 2312
O her Reminder letter all ages 1 19 November 2312
O her Reminder letter Farent'Guardian 1 19 November 2312
O her Invitation LetterAll Ages 3 Tracked Version OS January 2013
O h er Invitation Letter / All ages 3 CS Jamuary 2013
Participant Consent Fomn: Young Persons Assent 
Form 13-17 Year Olds
3 Tracked Version OS January 2013
Participant Consent Fonn; Young Persons Assent 
Form 13-17 Year Old
3 CS January 2013
Participant Consent Form: 18+ 3 Tracked Version OS January 2013
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Participant Consent Form; 18+ 3 C8 January 2013
Participant Consent Form; Parent / Guardian 3 Tracked 'v'ersion D8 January 2013
Participant Consent Fonn: Parent / Guardian 3 D8 January 2013
Participant Information Sheet Young Person 
Information Sheet - 13-17
3 Tracked D8 January 2013
Participant Infonnation Sheet Young Person 
Information Sheet 13-17
3 C8 January 2013
Participant Information Sheet 18+ 3 Tradted Version D8 January 2013
Participant Infomnation Sheet 18+ 3 D8 January 2013
Participant Information Sheet Parent 1 Guardian 3 Tracked D8 January 2013
Participant Information Sheet Parent 1 Guardian 3 DS January 2013
Protocol 2 19 No’.'emiser 2312
REC application 27 No'/ember 2312
Referees or other scientific critique report from Laura Si mords 07 Septem tsr 2012
Response to Request for Further Infomnation Letter to Ms Bhayani from Mrs 
Christopher
Response to Request for Further Information Email from Anrab-el clarifying 
points raised at SC
05 February 2313
Summary'Synopsis 2 19 No'ÆiTÉjer 2312
statement of compliance
The Committee is constituted in accordance with the Go’vemance Arrangements for Research Ethics 
Committees ar>d complies fully with the Standard Operating Procedures for Research Ethics Commitees 
in the UK.
After ethical review 
Reporting requirements
The attached document ethical review -  guidance for researchers" g'rves detailed guidance cn 
reporting requirements for studies with a *avourable opinion, induding:
* Notifying substantial amendments
* Adding new sites and investigators
* Notification of serious breaches of the protocol
* Progress and safety reports
* Notify! ng the end of the study
The NRES website also provides guidance on these topics, which is updated in the light of changes in 
reporting requirements or procedures.
Feedback
You are invited to give your view of the service that you have recerved from the National Research Ethics 
Service and the application procedure. If you wish to make your 'views known please use the feedback 
form available on ^ e  website.
Further information is available at National Research Ethics Service 'website > After Review
12rt-0/1983 Please quote this numt>er on all correspondence
We are pleased to welcome researchers and R&D sta“  at our NRES carm ittee members' training days 
-  see details at httpj,www.hra.nhs.uk,‘’hra-trainina''
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V/di the Commiaee’s best wishes for the success of fois project.
Yours sincerely 
PP
Canon Christopher Valltns 
Chair
Email: KRESCommfhee.Lcndon-SurreyGorders'^'nhs.ne:
Bic/ocursc; i/cf of m m sc andpro^zchns of msmbero iiho v.-eæ present at the n>eeSng and 
those Vtho submSted WTitien commerfo:
“After efoica! review -  guidance for researchers" [SL~AR2J
Qjpyto:
Mrs Alison Cummings 
Academic Registry 
University of Surrey 
Guildford
Surrey GU21 7XH
Copy to:
Cc^yto:
Dr Lesiev Edward
Copy to:
Dr Kale Gleason
Research Tutor (Senior Clinical Tutor)
Unrversity of Surrey
Guildford
Surrey GU27XH
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Appendix 2: Ethical approval letter given by the University of Surrey Faculty of Arts 
and Human Sciences
UNIVERSITY OF
SURREY
Professor Berfram OpHz
Chain Faculty of Arts and Human Sciences Ethics 
Comntittee 
University of Surrey
Faculty of
Arts and Human Sciences
Gufldford. Sirrey GU2 7XH UK
T: 444 (0}14B3 639445 
F: 444 {0)1453 639550
vwwv.suney.acL.tjk
Annabel Christopher 
Trainee Clinical Psychologist 
School of Psychology 
University of Surrey
18"^  March 2013 
Dear Annabel
Reference: 890-PSY-13 (FEO/NHS)
Title of Project: What are the psychosocial implications of body image issues 
in adolescent males with cancer?
Thank you for your submission of the above proposal.
The Faculty of Arts and Human Sciences Ethics Committee has now given a  
favourable ethical opinion.
If there are any significant changes to your proposal v/hich require further scrutiny, 
please contact the Faculty Ethics Committee before proceeding with your Project.
Yours sincerely
Professor Bertram Opitz 
Chair
îGO
I
I
m
II
X  p..
X
fv.
Appendix 4: Invitation pack A for participants under 18
Etiiics Reference No; 12'I_0/1983
NHS
Invitation letts’/AH ages,Version*),'08.01.13 
U M V 'L K S IT Y  O f
SURREY
What do you think about your 
body?
Invitation to take part In some research about body Image In boys 
and young men who are being treated at I
Why have I been invited to  take 
part?
Because w e are inviting people a t ^ |  
v/ho
1) Male
2) Aged 13-21
3) Having trea tm en t o r completed 
trea tm en t within th e  past 5 years.
W hat happens if I decided to  tak e  part?
All you have to  do is talk! ft involves 
having an interview with th e  researcher.
The questions th a t you will be asked 
about are included in this envelope- and 
th ere  are no wrong answers! You are the  
expert.
M ore details about w hat v/ill happen are 
on th e  information sheet.
W hat is this study abou t?
Some adolescent males who have had an illness experience 
problem s coping with the  changes in the ir bodies and need 
som e extra help from psychologists. Psychologists need 
research to  know hov/ best help them . Unfortunately, not 
much research has been done in this area so we really need 
to find out w hat body issues young males with illnesses have, 
how th ese  affect them  and w hat might help. This will help us 
to  support m ore people with these  issues in th e  future.
W hat happens next?
If you think you would like to  take part- great!
Please make sure vou read the  full information sheet- 
you may w ant to go through this with som eone else, 
like your parents.
Read th e  question sheet to  see if they  are questions 
you think you'd be able to talk about (but th e re 's  no 
right answers!)
C o n tac t A n n ab e l ( th e  re se a rc h e r)  by  em ailin g
a .c h ris to p h e r(a > su n ev .ac .u k  
o r calling
w hy  should 1 take  part?  
You Virill be helping us to  find 
ou t w hat issues are 
experienced by adolescent 
males who have had an illness 
and this may be able to  help 
o ther people who have these  
problem s in th e  future. 
Some people also find it 
helpful to  talk  abou t the ir 
experiences.
Who is conducting th is research? 
Annabel Christopher is a tra inee 
clinical psychologist at the  
University of Surrey. This m eans 
she has a psychology degree and 
is studying for a doctorate. This 
research project is part of her 
degree. She has an in terest in 
helping young people.
Dr at
psychological support service at 
_is her
su p e rv is o r .
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Ethics Refeience No. 12/LO'l 983 13-17 M b Slieet Vef3ioiisi:3.'08.0L13
tl
UNIVT.RSITY O F
SURREY
R&D n u m b er; CCR39S5 
REC n u m ber; 12/LO /19S3 
P atien t I.D num ber:
Y oung P erson  In fo rm a tio n  S h ee t 13-17 (#3 08.01.13)
S tudy  title : W h a t a re  th e  psychosocial im plications of body  im age issu es in 
ad o le sc en t m ales being tre a te d
Hi! My nam e is A nnabel C hristopher. I'm  a T ra inee  Clinical Psychologist a t  th e  
University of Surrey. This m ean s I've b ee n  to  university  and  g o t a d eg re e  in 
psychology, and  Fm now  studying  fo r a d o c to ra te .
I'm doing so m e  research  w ith ad o le sc en t m ales w ho  have been  t r e a te d  a t
in to  w h a t th e y  th ink  a b o u t th e ir  bodies and  how  th is  affec ts  th e m . 
W e kno'w very little  a b o u t th is an d  as psychologists w e need  to  know  v /h a t th e  issues 
a re , so  th a t  w e can help  people.
W e a re  asking you to  ta lk  p a rt in th is  rese a rch  s tu d y  an d  th is  le t te r  exp lains v/hy th e  
rese a rch  is being do n e . B efore you decide if you  w ould  like to  ta k e  p a rt o r no t, 
p le ase  read  th is  carefully. Talk a b o u t it 'with you r family, friends, d o c to r  or n u rse  if 
you w an t to  and  you can c o n ta c t m e if you 'w ant m ore  in fo rm ation . If you feel it 
'would help, p lease  do read  th is  in form ation  s h e e t  w ith your p a re n ts .
W hy a re  w e  do ing th is  re se a rc h ?
Som e ad o le sc en t m ales w ho  have had  an illness ex p e rien ce  p rob lem s coping w ith 
th e  changes in th e ir  bo d ie s  and need  so m e ex tra help from  psychologists. 
Psychologists n e e d  rese a rch  to  know how  b es t help th e m . U nfortunate ly , n o t m uch 
resea rch  has been  d o n e  in th is  area  so 'we really n ee d  to  find o u t 'w hat body  issues 
ad o le sc en t m ales w ith illnesses ha '/e , ho'w th e s e  affec t th e m  an d  v /h a t m ight help. 
This 'Will help us to  su p p o rt m o re  peop le  v/ith th e s e  issues in th e  fu tu re .
W hy have  I b e e n  inv ited  to  ta k e  p a r t?  ___________________
You have b e e n  invited to  jo in  b ecause you have b een  t r e a te d  a t 
0 ^ 0 ^  You have also  b ee n  invited b ec au se  you  a re  m ale  and  aged bet'v.reen 13 and  
21 years old. 'We are going t o  ask o th e r  ad o lesc en t m ales w ho have b een  t r e a te d  a t  
th e  if th e y  w ould  like to  ta k e  part. Som e p eo p le  'who have
b een  invited m ay have experienced  body  im age issues an d  o th e rs  m ay no t. W e a re  
keen  to  h ear from  you e ith e r  way!
Do I h av e  to  ta k e  p a rt?
No. It is up to  you. If you do n o t w ant to  ta k e  p a rt, it will n o t affec t th e  ca re  t h a t  you 
receive a t  th e  hosp ital. You can also change y o u r m ind a t any  tim e  w ith o u t giving a 
reaso n .
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What will happen if I take part?
•  To ta k e  p a rt in th is  research , o n e  of y o u r p a re n ts /g u a rd ia n s  will also have  to  
a g re e  th a t  you can ta k e  p a rt.
•  You will b e  asked to  sign an  a g re e m e n t/c o n se n t fo rm  saying th a t  you w ould  
like to  ta k e  p a r t in th e  study .
•  I will co n ta c t you to  a rran g e  a co n v en ien t tim e  fo r th e  intervie'w  to  ta k e  
place.
•  The intervnew  will norm ally  last a b o u t an hou r.
•  Ideally, th e  in te rv iew  vrill ta k e  p lace a t th e  psychology su p p o rt s e r / ic e  a t  H
W e
co n v e n ie n t fo r  you , such  as w h en  you a re  com ing u p  to  th e  hosp ital anyw ay. 
If th is  is n o t possib le, w e  could d o  th e  in te rv ie  w so m e w h e re  m o re  c o n v e n ie n t 
fo r you , such as a t y o u r GP su rgery . 1 will be ab le to  pay  so m e  o f y o u r trave l 
e x p e n se s  if requ ired .
•  If you w an t to  have so m e o n e  e lse  a t th e  in ten /iew  w ith  you , such  as y o u r 
p a re n ts , th e n  th a t  is OK, equally  you d o  n o t have to  h av e  a n y o n e  p re se n t 
with you and  so m e tim e s  it is ea s ie r  to  ta lk  w hen  y o u 're  n o t in f ro n t o f o th e rs
•  1 will ask  you so m e  q u es tio n s  and  w e will have a conversa tion  a b o u t w h a t you 
th ink  so m e  of th e  body  im age issues have been  fo r you and  how  th e s e  have 
a ffec ted  you .
•  1 will record  th e  in te r /ie w  on a D ictaphone.
W h a t a re  th e  p o ss ib le  b e n e f its /g o o d  th in g s  o f  tak in g  p a r t?
You will be  helping us to  find  o u t w h a t issues a re  ex p e rien ced  by a d o le sc e n t m ales 
w ho have had an illness an d  th is  m ay be ab le to  help o th e r  peop le  v /ho have  th e s e  
p rob lem s in th e  fu tu re . S om e peop le  also  find it helpful to  ta lk  a b o u t th e ir  
experiences. W e could also identify  if you  n e e d  so m e  m ore su p p o rt a t th is  tim e .
W h a t a re  th e  p o ss ib le  d is a d v a n ta g e s /b a d  th in g s  of ta k in g  p a rt?
Som e peop le  m ight find  talking a b o u t th e s e  issues u p se ttin g  o r s tressfu l. If th is  is th e  
case w e  can s to p  th e  in te r /ie w  a t  any  tim e . You can also g e t fu r th e r  su p p o r t fro m  
th e  ps'ychological su p p o rt serv ices and  will n o t have  to  v /ait fo r th is .
W h a t v/ill h a p p e n  if 1 h av e  any  p ro b le m s  an sv je rin g  th e  q u e s tio n s?
T here  a re  no  right o r w ro n g  an sw e rs  to  th e  q u es tio n s  b e c a u se  you  a re  th e  e x p e rt!  I 
will b e  ab le  to  help  you and  p ro m p t you if you n e e d  help  ansviiering so m e  of th e  
q u es tio n s. The q u es tio n s  a re  inc luded  in th is pack so  you know  w h a t I'm  going to  b e  
asking you so  you can decide if you w a n t to  an sw e r th e m  b efo reh a n d .
Will a n y o n e  e lse  know  I am  do ing  th is?
Your p a re n t/g u a rd ia n  will n ee d  to  know  b ec au se  th e y  n e e d  to  ag re e  to  you  tak ing  
part. W e will k eep  th e  in fo rm ation  you give us confiden tia l. I v/ill m ake su re  th a t  th e  
record ing  of th e  in te rv iew  is k ep t sa fe  so  n o -o n e  e lse  can listen  to  it. I will ty p e  up 
w h a t w e have said  in th e  in terv iew , and  will change yo u r nam e so  n o -o n e  will know  
it is you I am  w riting  ab o u t. T here  m ay b e  tim es  I w ou ld  have to  te ll o th e rs  if you te ll 
m e you  plan to  h u rt yourself, o th e rs , o r  if o th e rs  a re  hurting  you . I will also  let y o u r
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c o n s u lta n t a t  o r y o u r  GP know  you  a re  tak in g  p a r t  in th e  s tu d y ,
b u t I w o n 't  te ll th e m  w h a t w e  ta lk  a b o u t, un less  you  w a n t  m e to .
W h a t h a p p e n s  w h e n  th e  re s e a rc h  p r o je c t  s to p s ?
W e a re  h o p in g  th a t  th e  re su lts  o f th e  s tu d y  will b e  p u b lish ed  in a sc ien tific  jo u rn a l , in 
o rd e r  to  in c re a se  a w a re n e s s  o f th e  im p o r ta n c e  o f b o d y  im a g e  is su e s  in a d o le s c e n t 
m a le s  w ith  illn esses . In an y  p a p e rw o rk , you  will n o t  b e  id e n tif ied  by n a m e . T he 
re su lts  will also  be  w ritte n  up  as p a r t  o f t h e  re s e a rc h e r 's  d o c to ra l th e s is .
W h o  is o rg a n is in g  a n d  fu n d in g  th e  re s e a rc h ?
This s tu d y  Is b e in g  s p o n s o re d  by th e  U niversity ' o f S u rrey , w h ich  is w h e re  A nnabel is 
s tu d y in g  fo r h e r  clinical p sycho  I og'y dc-c to ra te .
This s tu d y  has b e e n  ch eck ed  a n d  a p p ro v e d  by  R esea rch  and
D e v e lo p m e n t C o m m ittee , T he U niversity  o f  S u rrey  E thics C o m m itte e  a n d  th e  London 
S urrey  B o rd ers  R esearch  Ethics C o m m itte e . This m e a n s  t h a t  a n u m b e r  o f p eo p le  
h av e  lo o k ed  a t  w h a t  1 am  go ing  to  d o  to  m ak e  s u re  t h a t  th e  re se a rc h  is ca rrie d  o u t  
sc ien tifica lly  an d  th a t  it is sa fe  fo r  y o u  to  ta k e  p a rt.
P le a se  g e t in to u c h  w ith  A n n a b e l if vou  w o u ld  like to  ta k e  p a r t  o r if vo u  h a v e  a n y  
m o re  q u e s t io n s  o r c o n c e rn s  a b o u t  th is  re se a rc h .
If y o u  h a v e  d e c id e d  t h a t  v o u  d e f in ite ly  d o n 't  w a n t  t o  ta k e  p a r t ,  p le a se  le t m e  k n o w
so  I w ill n o t  c o n ta c t  y o u  a g a in ,
M rs A nnabe l C h ris to p h e r  
T ra in e e  Clinical P sycho log ist
a .ch  r istoE 'her@  su rre  v. ac .uk
Dr I
C o n su lta n t Clinical P sychologist
T h an k  y o u  fo r  th in k in g  a b o u t  ta k in g  p a r t  in th is  s tu d y .
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*  UNIVTRSIPF OF
#  SURREY
REC N um ber;
R&D N um ber;
Patient Identification Number:
YOUNG PERSON ASSENT FORM FOR 13-17 YEAR OLDS (Version#3, 08.01.13) 
(To be com pleted  by th e  young person and th e ir  paren t/g u ard ian )
Title of Project: What are the psychosocial implications of body image issues In adolescent 
at
The research  team : Mrs Annabel Christopher, Trainee Clinical Psychologist
Dr Consultant Clinical Psychologist
Child (or if unable, p a re n t/g u ard ia n  on th e ir  behalf) to  initial th a t  they  agree with:
Please initial box
Have you read (or had read to  you) inform ation abou t this project?
Has som ebody else told you w hat this project is about?
Do you understand  w hat this project is about?
Have you asked all th e  questions you w ant?
Have you had your questions answ ered in a way you understand?
Do you understand  it's OK to  stop taking part a t any tim e?
Is it OK th a t w e record th e  interview  on a Dictaphone?
Are you happy to  take part?
'Would you like a sum m ary of th e  results w hen th is study ends?
if any answ ers are 'n o ' or you d o n 't w an t to  tak e  p art, d o n 't sign your nam e!
For th e  young person to  sign:
If you do w an t to take part, you can write your nam e below
Your nam e: Date:
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PTO
F o rth e  paren t/guard ian  to  sign;
Î -----------------------   confirm th a t this project has been  explained to  th e  above
young person and I am satisfied th a t they  have a full and com plete understanding of the  
procedures involved, w hat th e  information will be used for, and  w hat th e  benefits and 
risks of taking part in th e  project may be.
Name o f Pa ren t D ate Signature
R esearcher D ate (on receipt) Signature
When com pleted: I f o r  patient; 1 for researcher site file; 1  (original) to  be kept in medical notes
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NHS LIMIVTRSITY O fSURREY
P a re n t/G u a rd ia n  Inv ita tion  L etter (#1 ,19 .11 .12}
R&D Number: CCR3985 
REC Number: 12/LO/19S3 
Patient ID number:
In v ita tion  to  p a rtic ip a te  in a re se a rch  study:
W h a t a re  th e  psychosocial im plications o f body  im age issues in a d o le sc en t m ales
w ith cancer?
W e w ould  like to  invite you r son  to  ta k e  p art in a s tu d y  to  find o u t how  a d o lesc en t 
boys w ith cancer th in k  a b o u t th e ir  bodies and  how  th is  affects th e m . W e know  very- 
little ab o u t th is and as psychologists w e n eed  to  know w h a t th e  issues are , so  th a t  
w e can help people.
The study  is being carried  o u t by A nnabel C hristopher, T rainee Clinical Psychologist, 
w ith su p p o rt from  m e m b ers  of th e  Psychological M edicine te a m  a t [
W ith th is le tte r , I have enc losed  th e  following:
•  A P aren t Inform ation S h e e t fo r you to  read . The Inform ation S h eet will give
you a m ore in -dep th  exp lanation  o f  th e  s tudy  and  w h a t is involved.
•  C onsent form
•  Also enc losed  is an in form ation  s h e e t fo r you r son an d  a co n sen t form  fo r 
th e m .
If vou have an y  q u es tio n s  o r  co n cern s a b o u t th e  study , p le ase  d o  n o t h e s ita te  to
c o n ta c t o n e  of th e  rese a rch  te a m . D etails a re  below :
C ontac t de ta ils :
A nnabel C hristopher 
T rainee Clinical Psychologist
a .ch ristopher@ surrey .ac .uk
Dr I
C onsu ltan t Clinical Psychologist
T hank you fo r tak ing  th e  tim e  to  rea d  th is  le tte r .
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NHS l lN IV rR S IT Y  o rSURREY
R&D num ber: CCR3985 
REC num ber: 12/LO/19S3 
P atien t I.D num ber:
P aren t/G u ard ian  In form ation  S heet (#3 OS.01.13)
S tudy title : W hat a re  th e  psychosocial im plications of body im age issues in 
ado lescen t m ales being tre a te d  at
W e w ould like to  invite your son to  tak e  part in our research  study. Before you 
decide w h e th e r  you w ould like to  tak e  p a rt or not, it is im portan t th a t you 
und erstan d  why th e  research  is being done and  v/hat it would involve fo r you son. 
P lease tak e  your tim e  to  read th e  following inform ation and discuss it v/ith your son. 
P lease do read your child's inform ation sh e e t w ith th em , if you feel it w ould help 
th em  to  understand  this pro ject m ore fully.
W hat is th e  p u rp o se  of th e  study?
Some ado lescen t m ales w ith  illnesses experience problem s coping w ith th e  changes 
in th e ir  bodies and need som e extra help from  psychologists. Ps'/chologists n eed  
research  to  know  how b es t help th em . U nfortunately, n o t m uch research  has b een  
done in th is  area  so w e really need  to  find o u t w h a t body issues ado lescen t m ales 
with illnesses have, how th e se  affect th e m  and w hat m ight help. This will help us to  
suppo rt m ore people with th e se  issues in th e  fu ture .
W hy h as my son been  Invited? __________________
Your son  has been invited to  join because he has been tre a te d
and because he is m ale and aged betw een  13 and 21 years old. W e are  
going to  ask o th e r  ado lescen t m ales w ho have been  tre a te d  a t
if they  would like to  tak e  part. Som e peop le w ho have b een  invited m ay 
have experienced  body im age issues and o th e rs  may no t. W e a re  keen to  hear from  
you either'w ay!
Does h e  have to  ta k e  p a rt?
It is up to  you to  decide w ith your son w h e th e r  he w ould like to  ta k e  p a rt. If you 
agree to  take  part, v;e will ask you to  sign a consent form  and  ask your son to  sign an  
assen t form . Hov/ever, e ith e r  o f you are  still free  to  w ithdraw  from  th e  research  at 
any tim e afte r signing th e  consen t form . This will in no  w ay affect your child’s care at 
th e  hospital.
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W hat will h ap p e n  if w e tak e  p art?
•  You will be  asked to  sign an ag re em e n t/c o n sen t form  saying th a t  you agree 
for your son to  take part in th e  study.
•  The researcher will con tac t your son to  arrange a convenien t tim e fo r th e  
interview  to  take  place.
•  The in terview  will norm ally last ab o u t an hour.
•  Ideally, th e  interview  will tak e  place a t th e  psychology sup p o rt sen.'ice a t
W e t r /  to  a tim e  th a t
conven ien t fo r you, such as w hen  you are com ing up to  th e  hospital anyway. 
If th is is no t possible, w e could do  th e  interview  som ew here  m ore convenient 
for you, such as a t your GP surgery. I will be able to  pay so m e of your travel 
expenses if required.
•  The researcher will ask your son som e questions and w e will have a
conversation  ab o u t w h at som e of th e  body im age issues have b een  for him
and how  th e se  have affected  him.
•  The researcher will record th e  interview  on a D ictaphone.
•  The researcher will ty'pe up th e  interview  and change details such as th e ir
nam e so no-one knows w ho th e  in terview  is abou t.
W hat a re  th e  possib le benefits  o f tak ing  p art In th is  research?
3y participating in th is research  your son will be helping us to  find o u t w h a t issues 
are experienced by ado lescen t m ales w ith illnesses and this m ay be able to  help 
o th e r people w ho have th e se  problem s in th e  fu tu re . Som e people also find it helpful 
to  talk ab o u t th e ir  experiences. VJe could also identify if he needs som e m ore 
support a t th is  tim e.
W hat a re  th e  possib le d isadvan tages o f taking p a r t in th is  research?
Some people m ight find talking ab o u t th e se  issues upsetting  or stressful. If th is  is th e  
case w e can s to p  th e  interv'iew a t any tim e. Your son  can also ge t fu rth e r  su p p o rt 
from th e  psychological suppo rt services and will n o t have to  w ait fo r this.
W hat will h ap p en  if h e  has any problem s answ ering  th e  q u es tio n s?
There a re  no right o r w rong answ ers to  th e  questions. The researcher will be able to  
help and p rom pt if your son  needs help answ ering som e of th e  questions. The 
questions are included in th is pack so th a t he  knows v /ha t I'm going to  be asking and 
can decide if he w an ts to  answ er th em  beforehand.
Will our tak ing  p a r t in th is  study  be k ep t confidentia l?
Any inform ation from  th e  study, such as th e  interview  recording and transcrip t will 
be sto red  securely. W e will assign your child a nu m b er to  put on th e  in terview s and 
all inform ation such as nam es o r places will be changed.
Only th o se  involved in th is research  study will have access to  th e  in form ation or th e  
interviews.
There may be tim es I would have to  break confidential it?/ if he te lls m e th a t  he plans 
to  hurt himself, o th e rs , o r if o thers are hurting him. I will also let his consu ltan t a t ^ |  
o r th e  GP know he is taking part in th e  study, bu t I w o n 't te ll th e m  
w hat w e talk abou t, unless your son w an ts m e to .
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What will happen to  the results o f the research study?
'We a re  h o p ing  th a t  th e  re su lts  o f th e  s tu d y  will b e  p u b lish ed  in a sc ien tific jo u rn a l , in 
o rd e r  to  in c re a se  a w a re n e s s  of th e  im p o rta n c e  o f  body  im age  issu es  in a d o le sc e n t 
m a les  w ith  c a n ce r and  in fo llow -up  a f te r  t r e a tm e n t  fo r  can ce r. In any  pap e rw o rk , 
you  a n d  y o u r child will n o t b e  id en tif ied  by n am e; ju s t  by  n u m b e r. T he resu lts  will 
a lso  b e  w ritte n  up a s  p a r t o f th e  re se a rc h e r 's  d o c to ra l th e s is .
Who Is organising and funding this research?
This s tu d y  is being  sp o n so re d  by th e  U niversity  o f S urrey , w hich is w h e re  A nnabel is 
study ing  fo r h e r  clinical psychology  d o c to ra te .
This s tu d y  has b e e n  checked  a n d  a p p ro v e d  by R esearch  and
D ev e lo p m e n t C o m m ittee , T he U niversity  o f  S urrey  Ethics C o m m ittee  and  th e  London 
S urrey  B orders R esearch  Ethics C o m m ittee . This m e an s  th a t  a n u m b e r  of peo p le  
h av e  looked  a t  w h a t I am  going  to  d o  to  m ake su re  th a t  th e  rese arch  is ca rried  o u t 
scientifically  and  th a t  it is sa fe  fo r  y o u r  son  to  ta k e  p a rt.
F u rth e r  In fo rm a tio n  a n d  c o n ta c t  d e ta ils :
If y o u r  child w ould  like f u r th e r  in fo rm atio n  a b o u t th is  rese a rch  o r to  d iscuss 
p a rtic ip a tin g  in th is  rese a rch , p le a se  fee l f re e  to  c o n ta c t  a m e m b e r  o f  th e  re se a rc h  
te a m  b e lo w .
A nnabel C h ris to p h er 
T ra in ee  Clinical P sychologist
a .ch ris to p h e r@ su rrey .ac .u k
Dr I
C o n su ltan t Clinical Psychologist
T hank  yo u  fo r c o n s id e rin g  ta k in g  p a r t  in th is  s tu d y .
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Centre Number;
Study Number:
Patient Identification Number for this triai:
PARENT/6UARD1AN CONSENT FORM (#3, 08.01.13}
Title of Project: W hat are th e  psychosocial Implications of body im age issues in 
ado lescen t m ales being trea ted
The research team : Mrs Annabel Christopher, Trainee Clinical Psychologist
Consultant Clinical Psychologist
Please initial box
I confirm that I have read and understand the infomiation sheet dated 08.01.13 (version 3J 
for the above study. I have had the opportunity' to consider the information, ask questions 
and have had these ansv^ered satisfactoril'/.
I confirm that my son has read and understood the information sheet dated 08.01.13 
('.•ersion 3) forthe abo'.'e study and that he has had the opportunity to ask the research team 
any questions.
I understand that my child's participation is vo unlary and that we are free to wrthdra'w at 
anytime, without grring any reason, without his medical care or legal rights being affected.
U
I understand that relevant sections of my child's medical records and research data co lected 
during the study during the study, may be ooked at by individuals from the sponsor 
organisation, from regu ator/ authorities or from the NHS Trust, where it is re: evant to my 
child taking part in this research. I give permission for these individuals to have access to my 
child's records.
I agree to the interriev«' that my child takes part in to be audio recorded using a Dictaphone.
agree fo r. _to participate in th e  abo've study.
Please tick if you would like a sum mar,' of the results when the study finishes.
Name of Parent/Guardian Date Signature
Name of Person taking consent 
(if different from researcher)
Date Signature
Researcher Date Signature
When completed; 1 for patient; 1 for researcher a te  file; 1 Joriginal) to be kept in medical notes
Appendix 5: Invitation pack B- for participants over 18
Ethics Refeieüce No. 12. LOT 983 18— Info SheetVersioii#3/0S.01.13
NHS U N IV r R S lT V  O FSURREY
R&D number: CCR39S5 
REC number: 12/LO/19S3 
Patient I.D number:
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Study title: W hat are th e  psychosocial implications of body image issues in 
adolescent males being treated  at
Hi! My nam e is Annabel Christopher. I'm a Trainee Clinical Psychologist at the  
University of Surrey. This means I've been to university and got a degree in 
psychology, and I'm now studying for a doctorate.
I'm doing som e research with adolescent males v/ho have been trea ted  at the
into w hat they think about their bodies and how this affects them . 
We knov/ very little about this and as psychologists we need to  know w hat th e  issues 
are, so th a t 'we can help people.
We are asking you to talk part in this research study and this le tter explains why the 
research is being done. Before you decide if you v/ould like to  take part or not, 
please read this carefully. Talk about it with your family, friends, doctor or nurse if 
you w ant to  and you can contact me if you w ant more information. If you feel it 
would help, please do read this information sheet som eone you knew well.
Why are w e doing this research?
Some adolescent males who have had an illness experience problems coping with 
the  changes in their bodies and need some extra help from psychologists. 
Psychologists need research to  know how best help them . Unfortunately, not much 
research has been done in this area so we really need to  find out w hat body issues 
adolescent males with illnesses have, how these affect them  and v/hat might help. 
This will help us to  support more people with these issues in th e  future.
Why have I been invited to  take part? _________________
You have been invited  to  join because you have been trea ted  a t
You have also been invited because you are male and aged 
betv/een 13 and 21 years old. We are going to  ask o ther adolescent males 
who have been treated  at if they would like to  take part.
Some people who have been invited may have experienced body image issues and 
others may not. We are keen to  hear from you either way!
Do I have to  take part?
No. It is up to  you. If you do not ’want to take part, it will not affect the  care th a t you 
receive a t the  hospital. You can also change your mind at any tim e without gMng a 
reason.
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W hat will h a p p e n  if 1 ta k e  p a r t?
You will be  asked to  sign an  a g re e m e n t/c o n se n t form  saying th a t  you agree 
to  tak e  p a r t in th e  study .
I will co n tac t you to  a rran g e  a co n v en ien t tim e fo r th e  in te rv iew  to  tak e  
place.
The in terv iew  will norm ally last a b o u t an hour.
Ideally, th e  in terv iew  will ta k e  place a t th e  psychology su p p o rt serv ice a t
W e will try  to  a tim e  th a t
co n v en ien t fo r you, such as w hen  you a re  com ing up to  th e  hospital am /way. 
If th is  is no t possible, w e could do  th e  in te rv iew  so m e w h ere  m o re  conven ien t 
fo r you, such as a t your GP surgery . I will be ab le  to  pay som e o f y o u r travel 
ex p en ses if requ ired .
I will ask  you so m e q u es tio n s  and w e will have a conversation  ab o u t w h a t you 
th ink  so m e of th e  body im age issues have been  fo r you and how  th e se  have 
affec ted  you.
I will record  th e  in terview  on a D ictaphone.
I will ty p e  up th e  in terv iew  an d  change details such as you r nam e so  n o -o n e  
know s it is you th e  in te rv iew  is ab o u t.
W hat a re  th e  possib le  b e n e f its /g o o d  th in g s of tak ing  p a rt?
You will be helping us to  find o u t w h a t issues a re  experienced  by ad o lesc en t m ales 
w ho have had an illness and  th is  m ay be able to  help o th e r  peop le w ho have th e se  
problem s in th e  fu tu re . Som e peop le  also find it helpful to  ta lk  a b o u t th e ir  
experiences. W e could also identify' if you need  so m e m ore  su p p o rt a t  th is tim e.
W hat a re  th e  possib le  d isa d v a n ta g e s /b a d  th ings of tak in g  p art?
Som e people m ight find talking a b o u t th e se  issues u p se ttin g  o r stressfu l. If th is  is th e  
case w e can s to p  th e  in terview  a t  any tim e . You can also ge t fu rth e r su p p o rt from  
th e  psychological su p p o rt services and  will n o t have to  w ait fo r th is.
W hat will h ap p e n  if 1 have any  p ro b lem s an sw erin g  th e  q u es tio n s?
T here a re  no right or w rong  answ ers  to  th e  qu es tio n s b ecau se  you a re  th e  ex p e rt!  I 
will be  ab le  to  help you and p ro m p t you if you n eed  help answ ering  so m e o f th e  
questions. The q u es tio n s a re  included in th is pack so you know  w h a t I'm going to  be 
asking you so you can decide if you w an t to  answ er th em  befo reh an d .
Will an y o n e  e lse  know  I am  doing  th is?
W e will keep  th e  in form ation  you give us confidential. I will m ake su re  th a t  th e  
recording of th e  interviev; is kep t sa fe  so no -one else can listen to  it. I will t / p e  up 
w hat w e have said in th e  interview , and  will change yo u r nam e so no -one will know  
it is you I am  w riting ab o u t. T here m ay be  tim es I w ould  have to  tell o th e rs  if you tell 
m e you plan to  h u rt yourself, o th ers, o r if o th e rs  are  hurting  you. I will also let y o u r 
consu ltan t a t o r your GP know you a re  tak ing  p art in th e  study,
b u t I w o n ’t  te ll them  w h a t w e talk  abou t, unless you w a n t m e to .
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W hat happens w hen th e  research project stops?
We are hoping th a t th e  results of the  study will be published in a scientific journal, in 
order to  increase av«rareness of the  im portance of body image issues in adolescent 
males ’with cancer and in follow-up after trea tm en t for cancer. In any paperwork, 
you will not be identified by nam e. The results will also be -written up as part of the  
researcher's doctoral thesis.
Who is organising and funding the  research?
This study is being sponsored by the  University' of Surrey, which is w here Annabel is 
studying for her clinical psychology doctorate.
This study has been checked and approved by Research and
De’velopment Committee, The University' of Surrey Ethics Committee and the  London 
Surrey Borders Research Ethics Committee. This means tha t a num ber of people 
have looked a t what I am going to  do to  make sure tha t the  research is carried out 
scientifically and th a t it is safe for you to  take part.
Please get in touch v/ith Annabel if you would like to  take part or if you have any 
m ore questions or concerns abou t this research.
If you have decided th a t you definitely don t  w an t to  take part, please let m e knovj 
so I will not contact you again.
Mrs Annabel Christopher 
Trainee Clinical Psychologist 
a.christoohen@surrev.ac.uk
Dr I
Consultant Clinical Psychologist
Thank you for thinking abou t taking part in this study.
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NHS UM IVTRSIW  OF#  SURREY
Patient Identification N um ber for this trial: 
Centre Number:
Study Number:
18+ CONSENT FORM {#3 os.oi.is)
Title of Project: W hat are th e  psychosocial implications of body im age issues in ado lescen t 
m ales being tre a te d  a t
The Research Team : Mrs Annabel Christopher, Trainee Clinical Ps-ychologist 
Dr Consultant Clinical Psychologist
Please Initial box
I confirm th a t I have read and u nderstand  the  inform ation sh e e t d a ted  0 B .0 l.l3  
(version 3} for th e  above study. I have had th e  opportunity  to  consider th e  
inform ation, ask questions and have had th ese  ans'w ered satisfactorily.
I understand  th a t my participation is voluntary and th a t I am free  to  w ithdra’A a t any tim e, 
w ithout giving any reason, w ithout my medical care o r legal rights being affected .
I understand  th a t relevant sections of any of my medical n o te s a n d d a ta c o l le c te ^  
th e  study, may be looked at by responsible individuals from
w here it is relevant to  my taking part in this research. I give perm ission for th e se  individuals 
to  have access to  my records.
I agree fo r th e  in ten 'iew  to  be audio recorded using a Dictaphone.
□
□
I agree to  take part in the  above study.
Please tick if you would like a sum m ary of th e  results w hen th e  study finishes. □
Name of Patient Date Signature
Name of Person taking consent 
(if different from researcher]
Date (on receipt! Signature
Researcher Date (on receipt) Signature
W hen com pleted : 1 for p a tien t; 1 for resea rch er site  file; 1 (original) to  be kep t in medlical n o tes
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Appendix 6: Follow up letters for participants who had not responded
Ethics Refei'euce No. 12,'LO/19S3 All ages reminder letter'Version 1/19.11.12
ksiIY ur
SURREY
R&D num ber; CCR39S5
Ethics Protocol Number; 12/LO/19S3
Patient ID Number
Young Person Reminder Letter (#119.11.12)
Study title: \iVhat are th e  psychosocial implications of body image issues in 
adolescent males being treated  at
Dear
I recently contacted you to  invite you to  participate in a research study.
I vyrote to you to  tell you about a r e s e a r d ^ t u d ^ h a ^ ^ n ^ a ^ i n g  out with 
adolescent males who have been trea ted  a t into v>rhat
they think about their bodies and how this affects them . We know very little about 
this and as psychologists we need to  knovy w hat the  issues are, so th a t we can help 
people.
I am sending you this reminder letter in case you did not get a chance to  read the  
information last tim e or -were thinking about w hether you would like to  take part or 
not. If you did not get the  information, or vyould like it again, please let me know and 
I will send it to  you.
Before you decide if you would like to  take part or not, please read th e  information 
sheets enclosed- you might w ant to  discuss this with som eone you know well, like 
your parents.
Please get in touch with Annabel if you w ould like to  take part or If you have any 
m ore questions or concerns abou t this research.
Mrs Annabel Christopher 
Trainee Clinical Psychologist 
a.christoDher@sumev.ac.uk
Thank you for thinking about taking part in this study.
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\  UMVIkMlVOl-
T *  SURREY
R&D num ber; CCR39S5
Ethics Protocol N um ber: 12/LO/19S3
Patien t ID N um ber
P a ren t/G u a rd ian  R em inder Letter {#119.11.12)
Study title : W hat a re  th e  psychosocial im plications of body im age 
ado lescen t m ales being trea ted  a t
Dear
I recen tly  co n tac ted  you and your son to  invite him to  partic ipate in a research  study.
I w ro te  to  you to  tell you ab o u t a research s tu d y  th a t  I am  carrying o u t w ith 
ado lescen t m ales w ho have been  tre a te d  a t in to  w hat
th ey  th ink  ab o u t th e ir  bodies and hov; th is  affects th em . W e know very' little ab o u t 
th is  and as psychologists w e n eed  to  know w hat th e  issues are, so th a t  w e can help 
people.
I am  sending you th is  rem inder le tte r  in case you did n o t g e t a chance to  read  th e  
inform ation last tim e or 'were thinking ab o u t w h e th e r you w ould like to  ta k e  p a rt or 
not. If you did n o t g e t th e  in form ation, or "would like it again, p lease let m e knov/ and 
I will send  it to  you.
Please g e t in to u ch  w ith A nnabel if you w ould  like to  ta k e  p a r t or if you have any  
m o re  q u es tio n s  or concerns a b o u t th is  research .
Mrs A nnabel C hristopher 
Trainee Clinical Psychologist 
a.ch r is to p h e r#  su mey.ac.u k
Thank you for th ink ing  ab o u t tak ing  p a r t in th is  study.
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Appendix 7: Letter informing GP/Consultant of patient participation
Ethics Reference No. 12,LO I  983 Letter to C onsiiltant/GP V eision  1, 08.01.13
NHS < UMv'i ICS 11Y or#  SURREY
Address
Date
Study title: 'A'hat are  th e  psychosocial implications of body image issues in 
adolescent males being trea ted  at
Dear Dr [NAME],
Re: [PATIENT NAME, DOB, NHS NUMBER]
1 am writing to  inform you th a t your above named patien t has agreed to  take part in 
th e  above study. This is a qualitative study which will involve one interview lasting 
approKimately an hour to  discuss body image issues and th e  psychosocial 
implications of t h e s ^ ^ i i ^ t u d W ^ a k i n ^ j a c ^ r ^ o n ^ ^  with th e  psychological 
support service a t I a the
patien t inform ation sheet for your inform ation.
If you have any queries or concerns about th is please contact myself or my 
supervisor. Dr (Consultant Clinical Psychologist).
Yours sincerely.
Mrs Annabel Christopher 
Trainee Clinical Psychologist 
a.ch ristooher i@ surrey.ac.uk
Consultant Clinical Psychologist
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Appendix 8: Excerpt of transcript with research initial notes
65 I: Right And what’s it like, specifically kind o f being male and losing your hair,.
66 what’s that like? ^  ôOlAyO 0 6  / OtCKild . .
67 P: Umm, Fd say just, being a ^ I d  and losing my hair was quite bad, as in child, well
ttSYreciS " •
68 teenager, but Fd say, unun, I don’t know. I’d say it wouldn’t be as much as for a girl,
69 because obviously they take a bit more, well clearly obviously Ï don’t take miich pride -^ --------Ottl- f  rCK. fh
70 in my hair, but uin, Fm sure girls probably take more pride in their h aiM lG nm ^  WÔrt i^fiS ^  •
71 I didn’t* I never really thought about it like that to be honest 7 - -.f f. , 7. ' J
72 I: Okay. And just I guess what I’m interested in is whether was hair like a thing, was ... ■ j -f
73 hair something that was important to like guys of a certain age? ' vi ' ^ "
74 P: Fd say it got, as I was only 13 ,1 think it got more important as I went throii;^ my ^
75 teenage years, but by then I had my hair back and stuff. •
77 P: Um^^but it’s, I guess it was slightly important, pardon me, for 'cause obviously f^QjiJ QjbcnM
78 everyone would have different hairstyles at school etc, so I think it was sbphtlv
. ,  ^ ''^ h-UAxn'vScnCi
79 important in terms of looking alnpht 1 guggs, so yeah. ^
80 I; Okay. And wiiat did, it m i^ t sound like a weird question, but what wT)uld ‘looking
82 P: r tliink justui guess looking normal, as in having hair and perliaps doing somethit^06*t'1 WKXîtf
83 with it that’s not, that doesn’t make it, make other people think that it’s unusual
84 doesn’t look good I guess, anjlhing unusual. Say if someone came in with a new 6ce im p U - ,
85 hairstyle. I’m sure they’d get a bit of, like people would notice it and perhaps for a i.: y'A'zT fr,'
86 day or uvo and then it would go, but I guess with wearing a hat and not having any WeoutnQ
87 liair, people didn’t really let it go, people would notice every dav. because it’s so
88 unusual compared to just having a different hairstyle. ; ; J  QOf fof (Stu.
89 I; And whal did they notice about it? How would they shov that t1re\ d noticed it?
90 P: Urn* I mean just getting looks in the corridor firom people I think was the mam
91 thing. And perhaps people not being as talkative to me as they would usually, but
92 definitely people like, obviously people would, if you walked past with hair, pœplcAtTtiblAci
93 wouldn’t notice you, but if  you walk past with a bat in a school o f  a thousand odd ^ îQgb2.d C5Ut.
94 with, you’re the only person, or one of twri tliat wear’s a hat, so it’s just people notice AWrC
95 you more. But not in a good way as it were. '  fOlUü ^  fcXXti
96 1: No. And what was that like then sort o f like getting the looks or not ^ ing talked to,
97 what impact did that have on you?
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98 P; Umm, I guess I was slightly, it made me sad* but I wasn’t* I was never really sad, 5Ctri
99 ’cause I knew when I go home it was fine and because I wasn’t at school all tliat much ÊDp^C^
100 in the first year, it wasn’t, I never, I just got by and got through it really, 1 didn’t really,
101 think about it, I just thought about getting through it and dim  talking to people that ' ; "1 :^/;/'''% '
102 would talk to me, because obviously there’s no point w'orrj'ing about the other people,
103 but I think mostly just getting through it was my main aim and I didn’t really think
105 I: Okay. So when you say, getting through it, what did that kind o f look like, what
106 does that mean? r . ' ' / . k / - . - ' - .  V-.y'-
107 P: Err, just making sure I did things to make myself better, as in, feel better, make
108 sure I wasn’t, i f  say i f  I felt slightly ill before going to school, I probably wouldn’t go ^  ^
109 in and I’d stay at home. And all the teachers and stuff weic verv' good actually, ‘cause SthôcA - AO
110 they utn, they just, they didn’t make me do any exams or anjihing, they didn’t put any -
111 pressure on me to do an>'thiim in that year, so diey didn’t even mind that I didn’t
112 come into school the odd dayoWell not the odd day, most days, and I think, yeah I ^
113 think just getting better was my main aim, as in getting through the first ycai' and
114 realising it would all go hack to iiomial again next year. 'Cause obviously I couldn’t t)W k  K> t-o
115 go and play sports that I used to play. Because o f not, ohiiously, because o f  the |
116 illness and stuff, so 1 was quite excluded firom a lot o f Ihinas because o f that an}'way.^x^YS
Shncrm  . ( t  lU ù ocU i
117 It wasn’t  just my looks, but I think in social slmations I think it played a part. r
118 I: Okay, so there’s something about the looks* and tliere’s something about the kind o f  ' ; " ;
119 functionality o f  your body? : / ■; / - : -
120 P: Yeah.
121 I: Can you say a bit more about what that was like?
122 P: Ihcfimctionality?
123 fcYcah.
124 P: Um, for, I was ju ite  sport}' at school before, well before and after, but during I Û^UldA-b
125 couldn’t play like hockey, cricket or actually any sport and I’d^usually go and
126 sport at lunchtimes and that sort o f  thing, so not being able t«^J^causc o f  the way my
127 body w'as obviously/cause I was ill and I couldn't do the things I used to be able to .
128 do, that sort o f took away a social, ‘cause obviously there’s a social aspect o f  sport, so fUSGKi
129 tliat took away that aspect o f school and my social life. Umm, so yeah.
130 I; And what was that like* how did you manage that time? ôpcrTfô •
Appendix 9: Visual model of themes for participant
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Appendix 10: List of themes from each participant
Interview 1: Michael
1. Social nature o f body
a. Confidence
b. Normalness
c. Social Relationships
2. Sense of control over body
a. Having control vs not having control over body
3. Masculinity
a. Ideal male body image
b. Body as a function rather than appearance
c. Lack of em otion connected  with body
d. Denying that body image is important
4. Resilience
a. Keeping healthy
b. Acceptance of body changes caused by cancer
c. Personality style
d. Norm alness/staying in touch with values
Interview 2: Neil
1. Masculinity
a. Ideal m ale body image
b. Cancer does not fit ideal male image
c. Muscles as functional in sport
2. Social effects of body changes due to  cancer
a. Feeling self-conscious
b. Doing normal things is helpful- in touch with values
c. Role of parents
d. Role of friends
e. Role of sports
3. Positive aspects of having cancer
a. Living through cancer makes you stronger
b. Special treatm ent for having cancer
4. Ability to  talk about the body
a. W eird/different as a key em otion
b. Difficulty com municating thoughts about the body
5. Sense of control over body
a. Taking steps to regain control
b. Acceptance that som e things cannot change
c. Parents regaining m ore control
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Interview 3: Peter
1. Social life
a. Self consciousness due to  hair
b. Avoidance of situations
c. Socialising easy before cancer
2. Coping with negative body image due to  cancer
a. Focus on recovery
b. Rejection of cancer identity
c. Feeling normal
d. Lower expectations- acceptance of body
e. Helpful others- role m odel, family
3. Masculinity
a. Convention to  not be concerned by body
b. Hair a part of male identity
c. Sport- being fit and healthy
Interview 4: Jason
1. Social role of body
a. Social judgem ents on appearance
b. Social anxiety
c. W anting to  be an individual vs wanting to  fit in
2. Masculinity
a. Body shape and fitness
b. Importance of hair as part of identity
c. Devastation of losing hair
3. Protection from family and friends
4. Long term effects
a. If you live through cancer, you should be happy
b. Accepting of perm anent changes
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Interview 5: Gavin
1. Body is not important
a. Minimal changes experienced
b. Unable to  express feelings about body
2. Feeling normal/Feeling different
a. Try to be an individual
b. Identity is not related to illness
c. Treated differently by others
d. Good experiences related to  cancer- treated specially
3. Importance of sport
a. Social aspect o f sport
b. Sense of achievem ent
c. Body and fitness
d. Resenting cancer for disrupting sport
Interview 6: Dave
1. Identity related to body
a. Hair and hair loss
b. Masculinity
c. Attractiveness
d. Able to cope with changes in th e "normal range"
2. Social anxiety
a. Hair-visibility of cancer
b. Over worried/paranoid
c. Behaviours to  reduce anxiety- avoidance
d. Feeling a lesser person due to  sym pathy
3. Focus on positive future
a. Acceptance of situation
b. "Get on with it" attitude- male/British?
c. Feeling normal
d. Family keeping positive
Gary: Data was gathered after them es had been decided, so relevant quotes w ere taken  
accordingly rather than a full analysis.
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Type of Assignment: MRP Proposal
Background and Theoretical Rationale
Between 2009 and 2011, 11,427 people under the age of 25 were diagnosed 
with cancer (Cancer Research UK, 2014). The effect of the disease and its treatment 
can lead to a number of bodily changes, such as hair loss, weight loss or gain, 
amputations, scars and developmental delay (Breen Coombes & Bradboume, 2009). 
As the treatments for childhood cancers improve and life expectancy is increased, 
more people are left with the effects of the disease and treatment throughout their 
life. The prevalence of body image problems in adolescents with cancer has been 
investigated, although the findings are inconclusive. One study reported that 67% of 
adolescents with cancer had an appearance concern (Mattson, Ringer, Ljungman & 
von Essen, 2007), whereas another reported the rate to be 15% (Sundberg, Lampic, 
Bjork, Arvidson & Wettergren, 2009). A difficulty with many of these studies is that 
they did not include a control group, so it is unclear whether this is specifically a 
problem for adolescents with cancer. What is clear though is that body image issues 
arise for at least some adolescents with cancer. The problems they most commonly 
report as distressing include hair loss, weight changes, loss of a body part and scars 
(Carpentier, Fortenberry, Ott, Brames & Einhom, 2011; Grinyer, 2007; Hedstrom, 
Skolin & von Essen, 2004; McCaffrey, 2006; Larouche & Chin-Peuckert, 2006; 
Enskar & Betero, 2010). However, what much of this prevalence research does not 
address is whether a disturbance in body image is actually perceived as distressing, 
or what implications it may have psychosocially.
During adolescence, specific tasks of development have been identified as 
being crucial to developing a sense of self-identity and body image development is 
one of these (Erikson, 1968). There is evidence that development of a healthy body
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image during adolescence has implications for global self-esteem and sense of social 
self, with links to popularity and attractiveness to the opposite sex (Corson & 
Andersen, 2002). In the past, research has focussed on female body image problems 
and it was assumed that males did not have any body image issues (Ricciardelli & 
McCabe, 2011). The measures that were used to assess body image dissatisfaction 
were developed on the assumption that people would see their bodies as being too 
big and wish to be smaller. However, research has shown that the opposite is true for 
men, who can experience “muscle dysmorphia”, whereby they see themselves as too 
thin and underdeveloped (Cohane & Pope, 2001). It is not simply that males have 
fewer body image problems that females, it is that they are different (Morgan, 1993). 
In the body image and cancer literature this may also be the case. Wallace, Harcourt, 
Rumsey & Foot (2007) had difficulty recruiting male participants for their qualitative 
research into appearance changes after cancer treatment in adolescents and in their 
analysis, they excluded the one male participant they had, stating that the issues he 
raised were different to the females, so did not “fit” their results. Unfortunately, they 
did not publish the findings from this one male participant, or say in what ways the 
results from him differed, or if they were due to him being male. Very few studies 
have specifically tried to address gender differences in body image in adolescents 
with cancer and the ones that have tended to have mixed results or methodological 
problems. Five of the studies from the literature review found no effect of gender 
(Eiser, Havermans, Craft & Kemahan, 1995; Kopel, Eiser, Cool, Grimer & Carter, 
1998; Pendley, Dahlquist & Dreyer, 1997; Stem, Norman & Zevon, 1993; Vami, 
Katz, Colegrove & Dolgin, 1995), and five found that females had a poorer body 
image than males (Langeveld, Grootenhuis, Voûte, De Haan & Van, 2004; Sundberg 
et al., 2009; Wu & Chin, 2003; Wu, Robison, Jenney, Rockwood, Feusner, Friedman
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et al., 2007; Zebrack & Chesler, 2001). However, where healthy control groups were 
used, the females reported poorer body image than males across both groups. As 
already discussed, it may be that the measures used are not appropriate to pick up 
body image difficulties in the male population. In the qualitative studies included, no 
distinctions were made between males and females, so it is not possible to tell if 
some themes were more male or female issues. Only one study (Carpentier et al., 
2011) looked specifically at body image issues for adolescent males with testicular 
cancer, and they found that hair loss is an important issue for men, and that loss of a 
testicle can make them feel incomplete and less masculine. This was an older sample 
of men that included some adolescents (18-34 years), so it remains to be seen what 
the specific issues might be for younger adolescents and with other types of cancer.
Of interest to clinical psychologists is how a problematic body image might 
impact upon an individual’s psychosocial functioning. This has been difficult to 
research, given the complexity of the issue. One common theme is that body image 
can have an impact on social relationships and impacts on loneliness and social 
anxiety (Pendley et al., 1997). Poor sense of body image can lead people to avoid 
social situations for fear of negative reactions from others (McCaffrey, 2006). 
However, if the person can maintain their social self and have a few close 
friendships, they can act as a “shield” from altered body image having a negative 
impact (Larouche & Chin-Peuckert, 2006; Williamson, Harcourt, Halliwell, Frith & 
Wallace, 2010). In the general population, body image seems to be related to a sense 
of self, identity, and self-esteem. This has been reported by a number of studies, but 
often what the studies have measured has differed as a “sense of self’ is a wide 
definition and encompasses many aspects. One model has attempted to address the
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many factors in adjustment to cancer (Brennan, 2001), although the role of body 
image is somewhat unclear and this model is not focussed on adolescents. There is 
therefore a need for further understanding of psychosocial adjustment in this group 
and what impact body image issues have in order to inform interventions.
Research Questions
The research question is “What are the psychosocial implications of body 
image issues in adolescent males with cancer?” There are several areas within this 
question which the study aims to address. Firstly, what are the body image issues, if 
any, for adolescent males with cancer? Following from that, how do any body image 
issues affect them, particularly psychologically and socially. Finally, the research 
aims to address what helps or hinders this group maintain a positive body image, or 
stop it having a negative impact on them psychosocially. From these questions, it is 
hoped that there will be a better understanding of how body image issues and 
psychosocial adjustment are related, and what factors can help this process in 
adolescent males with cancer. It is hoped that could inform interventions or further 
research in the future.
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Method 
Participants.
The number of participants required for an Interpretative Phenomenological 
Analysis (IPA) study has been widely debated, with some arguing that given the 
philosophical basis of the method, one is the most appropriate number of 
participants. However, more realistically it is agreed that for a doctoral level piece of 
research, 4-10 participants are required (Smith, Flowers & Larkin, 2009). The 
research will therefore aim to recruit 8-12 participants, which allows some leeway to 
reach the 4-10, in case of drop outs.
Participants must be;
1. Male
2. Aged between 13 and 21 (inclusive)
3. Have a diagnosis of any type of cancer
4. Have been diagnosed for at least six months- as they are likely to have 
experienced more body image issues by this time than immediately after 
diagnosis.
5. Have completed treatment within the past 5 years- as long term survivors 
tend to have less body image concerns that those who have recently 
completed treatment.
6. Have a prognosis of more than 3 months as it could be considered unethical 
to ask someone at the end of their life to take part in this type of research.
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7. Participants must also be well enough on the day of the interview to take part.
8. Participants must be able to conduct the interview verbally in English, as due
to the qualitative analysis, meaning may be last through a translation process.
Any participant who did not meet any one of these criteria would be excluded from 
the study.
One of the requirements for an IP A study is that the sample be homogenous. 
This sample will be homogenous in the sense that they are all adolescent males who 
have experienced cancer. They have also had a diagnosis for more than six months, 
as evidence suggests body image issues are not seen immediately after diagnosis 
(Pam & Eiser, 2009). The literature suggests that age and length of time since 
diagnosis after 6 months and under 5 years may play some role in the experiences of 
body image, however the relationship is unclear and would not suggest particular 
ages or times since diagnosis to make the sample homogenous (Fan & Eiser, 2009).
The participants will be recruited from a specialist cancer hospital. The 
number of males aged 13-21 on the hopsital records who have been diagnosed for 
longer than 6 months is 384, however this number also includes those off treatment 
for longer than 5 years. The number of those on active treatment is 58.
Studies that have used similar methods did not publish how many were in 
their initial pool of potential participants. However, most qualitative studies that have 
involved adolescents with cancer have been able to recruit enough participants from 
one hospital site (e.g. Carpentier et al., 2011; Grinyer, 2007). The numbers appear to 
vary, as Wallace et al. (2007) invited 12 adolescent males with cancer in the UK to 
their study and only 2 participated, whereas of the 11 girls invited, 6 participated, so
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it will be important to make the adverts attractive to males. However, it seems likely 
that the potential pool of participants for this study will be much greater.
Design.
The study will use an inductive qualitative design based on IPA.
Interview schedule.
The design of the interview schedule forms part of the research process in 
IPA. It is anticipated that approximately 6 open ended questions, with additional 
prompts will be arrived upon as this should give around an hour of interview, which 
is considered rich enough data for an IPA study (Smith et al., 2009).
One way of presenting the interview schedule is in the form of a diagram, 
rather than a lineal list of questions. See appendix 1 for possible questions.
The interview schedule will further be developed along with service user 
involvement and when access to participants is gained. The first 1 or 2 interviews 
will run as pilots, in order to see how the questions are received and to make any 
revisions to the interview schedule.
Procedure.
1. Identify potential eligible participants through the hospital patient list.
2. Write to potential participants with an information sheet about the study. The 
letter will ask them to contact the researcher with their details if  they are
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interested in taking part. They will be able to either phone the psychological 
support services at the hospital, or email the researcher at her university email 
address.
3. Contact people who have responded to the advert by telephone/email to check 
their eligibility, answer any questions they have and make arrangements for 
the interview.
4. Participants will be recruited on a first come, first serve basis. If more than 12 
people answer the initial advert, they will be told that currently there are 
enough participants in the study, although if they would be happy to be 
contacted again in the event of drop-outs, their details will be kept.
5. If, two months after the first letter has been sent, less than 8 participants have 
been recruited, a follow up letter will be sent to eligible participants who have 
not yet contacted the researcher.
6. Interviews will be conducted with those eligible participants who have 
consented to take part, preferably at the psychology department at the 
hospital, where it has been agreed that I can book a room. Interview length 
may vary, although it is anticipated that they will last up to 60 minutes, 
depending on what the participant has to contribute. In the event that the 
interview cannot be completed, e.g. because the participant feels tired/unwell, 
then efforts will be made to complete the interview at a later date, as long as 
they still meet the eligibility criteria and give consent for the interview.
7. Interviews will be recorded on a digital recorder to be kept in a locked 
cabinet in the psychology department at the hospital. When taking recordings
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off site, they will be on an encrypted memory stick. If the participant wishes 
to have the interview off site, then it will be made clear to them that it may 
not be possible to ensure the encryption of their interview whilst it is being 
transported back to the hospital.
8. Interviews will be transcribed.
9. Interviews will be analysed using IPA.
Ethical Considerations
The main ethical consideration of this project is that it will be asking participants 
about personal, sensitive and potentially upsetting issues. This will be addressed by 
ensuring that the participants are briefed about this in the information sheet and 
understand that they are capable of stopping the interview at any point should they 
wish. The interviewer will also use her clinical judgement skills to assess if the 
participant is becoming too distressed for the interview to continue and suggest that it 
terminates. Additionally, participants will be told that they can be referred to the 
psychological support services at the hospital for additional support and will be 
prioritised due to the distress caused by taking part in the research. Information about 
relevant support groups and charities would also be provided. Participants will also 
have the option to have someone present at the interview if they wish, for example 
younger participants may want a parent present.
Written and informed consent will be obtained from all participants and where 
participants are under 18, consent will also be obtained from parents/legal guardians.
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Information sheets and consent forms will be developed with the hospital who have 
standardised forms which will be adapted.
Ethics approval will be sought from the local NHS review ethics committee 
initially, and then the University of Surrey ethics board.
R&D Considerations
The R&D department at the hospital have been informed that this research 
will be taking place and appeared to have no initial concerns. They informed the 
researcher that as the University of Surrey will be the sponsor for the study, that once 
NHS ethics and University ethics have been approved, the R&D request will be put 
through an expedited review process.
Proposed Data Analysis
The proposed method of data analysis is IPA as this is a method which is 
most suited to research about complex, personal and sensitive issues. It is based on 
an understand that individuals are trying to make sense of their own experience, and 
that by using this method researchers try and make sense of the individuals making 
sense of their own worlds.
The analysis will follow the method outlined in Smith et al. (2009). They state 
that there is no single method or set of procedures for carrying out IPA, but that it 
follows the same basic steps, which are;
1. Reading and re-reading of the transcript to become familiar with it and enter 
into the participant’s world.
2. Initial noting/coding, whereby the researcher notes anything of interest, 
which might be related to the language or words used, the concepts or 
anything else that strikes the researcher.
3. Developing emergent themes from the initial coding.
4. Looking for connections across emergent themes in one transcript.
5. Looking for patterns across participants.
From the patterns generated from all the participants, it is hoped that some 
common themes would emerge that could inform an understanding of the processes 
of body image and psychosocial adjustment in this group.
Supervision from both supervisors will be used to think about the trainee’s position 
within the research and whether the themes are agreed upon by all parties.
Service User and Carer Consultation
The field supervisor has agreed to approach a male on her caseload who is in 
the correct age range for consultation about information sheets and the interview 
schedule. Consent forms have to be standardised at the hospital, but the service user 
will also be consulted on how to communicate this information more succinctly. The 
service user will also be consulted about what questions they would have about the 
research and how they would be motivated to participate.
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Feasibility Issues
The main feasibility issue will be recruiting enough participants. This will be 
addressed by trying to build a rapport with the staff working in the paediatric and 
teenage and young adult services at the hospital to ensure that they know about the 
project and may be able to discuss with their patients whether they would be willing 
to take part. The researcher will also aim to write a research blog to engage potential 
participants.
Dissemination Strategy
The aim is to publish the research in a peer-reviewed journal such as 
“Psycho-oncology”. The researcher will also present the findings to the 
psychological support service and present particularly any findings that have 
implications for current interventions. Suitable conferences will also be identified in 
which to present the findings.
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Title
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Abstract
Adolescence is a period of development where body image, as part of a wider 
development of sense of self is seen as a key task. Qualitatively, the pertinent body 
image issues for males and females are different at this time. Cancer during 
adolescence can disrupt the process of body image development, although it is not 
known what the specific issues are for adolescent boys. A systematic literature search 
was conducted using the databases PsychlNFO, MEDLINE, CINHAL, DARE at 
CRD, TRIP and NRR. Twenty seven articles were reviewed that included adolescent 
(13-21 years) males who have or have had cancer. There was a lack of agreement in 
the evidence base as to whether body image problems are present in adolescents with 
cancer compared to a healthy control group. The role of gender was also poorly 
understood, with some studies suggesting that female adolescents with cancer have a 
more distressing body image. The main issues with regard to body image in 
adolescents with cancer were identified as hair loss, weight changes and permanent 
disfigurement such as scars or amputations. The links between body image and 
psychosocial outcomes are also poorly understood, although the evidence points 
towards it playing a part of wider self-esteem and social interactions. Further 
evidence is required to specifically investigate the interaction between gender, body 
image and psychosocial outcomes.
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Introduction
Cancer in adolescence.
Adolescence can be defined as “the period of development marked at the 
beginning by the onset of puberty and at the end by the attainment of physiological 
or psychological maturity” (Reber & Reber, 2001, p 13). This means that it is very 
difficult to put precise ages on what constitutes “adolescence”, but for the purposes 
of this review, the age ranges of approximately 13-21 will be used, as has been 
previously used by other researchers. Fortunately, cancer in childhood and 
adolescence is a relatively rare disease. However, within the UK between 2009 and 
2011, 11,427 people under the age of 25 were diagnosed with cancer (Cancer 
Research UK, 2014). The most common type of cancer in this age group is 
leukaemia, which accounts for a third of all childhood cancers. Within older 
adolescent and young adult men, testicular cancer is the most common form (Cancer 
Research UK, 2011). Whilst childhood cancer was previously an incurable disease, 
advances in treatments have meant that there is an increasingly growing population 
of children and adolescents surviving cancer, with 73% of people diagnosed in this 
age group expected to survive for at least ten years (Cancer Research UK, 2010). 
This has brought up new issues around the psychosocial impact of treatment for 
cancer, which typically includes chemotherapy and radiation treatment, and also the 
later effects that cancer has for survivors.
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Body image
Body image has been defined as “the mental image we hold of our bodies. 
The perceptual component refers to how we ‘see’ our size, shape, weight, features, 
movement and performance, while the attitudinal component refers to how we feel 
about these attributes and our feelings direct our behaviours” (Lennon & Rudd, 2000, 
p. 153). The concept of body image itself has been criticised as being socially 
constructed and therefore not possible to measure as a phenomenon in individuals. It 
will also be important to hold in mind that, like attitudes, the concept of body image 
is not fixed and static and will change over both time and the way in which it is 
measured (Gleeson & Frith, 2004).
Body image development during adolescence
Some theories of development have described specific tasks of adolescence, 
whereby developing a relationship with one’s own body as part of developing self- 
identity is key as part of psychosocial development (Erikson, 1968). The process of 
developing a healthy body image has a number of psychosocial implications. Body 
image has been found to have strong correlations with global self-esteem for 
adolescents (Levine & Smolak, 2002) and it is also linked with concerns about 
physical appearance, popularity and attractiveness to the opposite sex (Corson & 
Andersen, 2002).
Historically, body image difficulties were seen as a predominantly female 
problem, with more research focussing on this group and suggesting that the female 
identity is somehow more “embodied” than male. Indeed, males were often excluded
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from the body image research as they were presumed to not have any problems 
(Ricciardelli & McCabe, 2011). However, others have argued that this is not the case 
and that there are differences in the way body image has an effect on identity 
between men and women, but not simply that body image has more of an impact in 
women (Morgan, 1993). For example, with weight, this has previously shown to be 
more important to girls than boys (Tobin-Richards, Boxer & Petersen, 1983), but the 
male “beautiful” may be harder to define and be more complex than just a weight 
issue (Levine & Smolak, 2000). Some research suggests that men and boys are 
suffering from body image disturbances and one issue that is being discussed in the 
literature is one of “muscle dysmorphia”, whereby males seek to be more muscular 
and see themselves as thin and underdeveloped (Cohane & Pope, 2001). Other 
aspects of the adolescent male that have been found to be important are the desire to 
be taller, heavier and needing to shave (Peterson, 1989).
Body image and cancer.
Body image issues have been considered for a number of years in the adult 
cancer literature. The psychosocial impact of body image in breast cancer for women 
has been one of most widely researched areas and the effects of body image are now 
considered when thinking about treatment and surgery for women with breast cancer, 
with breast-conserving surgery leading to better psychosocial adjustment than 
mastectomy (Moyer, 1997).
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It is argued that during adolescence, cancer can disrupt the process of healthy 
body image development, which has implications for psychological, social and 
sexual development (Kellerman & Katz, 1977). In cancer there are a number of 
bodily and appearance changes that happen as a result of the disease itself and the 
treatment, not limited to but including; hair loss, weight loss or gain, limb 
amputation, pain, scars and developmental delay (Breen, Coombes & Bradboume, 
2009). As has already been discussed, adolescent males often seek to be taller, 
heavier and be more muscular. Being that one of the side effects of cancer and its 
treatment is weight loss, this could be of particular issue in body image issues for 
adolescent males with cancer.
Whilst many survivors of childhood cancer go on to lead healthy lives, cancer 
in childhood or adolescence can continue to have an impact on the person, even after 
it has been treated. These are often termed “late effects” and can include changes 
which may have implication for body image. For example, growth failure, obesity 
and abnormal sexual development, including fertility problems have all been 
reported in survivors of childhood leukaemia (Blaauwbroek, Groenier, Kamps, 
Mayboom-de Jong & Postma, 2007). The levels of psychological distress overall in 
survivors of childhood cancer to do not appear to be any higher than the rest of the 
general population (Blaauwbroek et al., 2007; Eiser, Hill & Vance, 2000), although 
links between people who have experienced late effects and their psychological 
impact have yet to be studied.
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Method
A systematic literature review was conducted which involved searching the 
following electronic databases;
1) PsyehlNFO (1806-2012)
2) MEDLINE (1949-2012)
3) CINHAL (1981-2012)
4) DARE at CRD (1994-2012)
5) TRIP (1997-2012)
6) NRR (for on-going research)
All dates were included for the literature search and the searches were carried out 
between November 2011 and January 2012.
The following search terms, outlined in table 1 were used for the searches, and 
Boolean logic was employed.
Table 1: Search Terms
Search Term 1 Search Term 2 Search Term 3
Adolescent Cancer Body Image
Teenager Oncology Appearance Concern
Child Appearance Change
Young Adult Self-Image
Paediatric
I l l
The reference lists of articles obtained were also scanned to look for further relevant 
sources.
Articles were included if they were published in a peer-reviewed journal in 
English, if the participants included; adolescents [13-21 years of age], males, had 
suffered from cancer and if the study included a measure of body image as part of the 
assessment.
Articles were excluded if the participants were solely children or adults, only 
included females or included sufferers of diseases other than cancers. Studies which 
were not relevant to increase knowledge about body image issues were not included. 
Literature reviews, case studies and personalised accounts were excluded.
Initially, results were scanned by the titles and selected as to whether it seemed 
relevant. The abstracts of all seemingly relevant articles were then read and judged 
against the inclusion/exclusion criteria. Full text articles were then obtained where 
possible for all articles that seemed to meet the criteria. Full text articles were 
reviewed against a number of criteria including;
1) Participants- age, gender, time since diagnosis, whether receiving treatment.
2) Methodology- for quantitative articles- measures, control group; for 
qualitative articles- focus of interview, method of analysis.
3) Results and conclusions.
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Results
Number of articles obtained and included.
One-hundred and forty one articles were identified as possibly relevant from 
their titles and abstracts were obtained. Using the inclusion and exclusion criteria 
above, a total of twenty seven articles were reviewed and are presented in tables 2 
and 3.
Owing to the different quality criteria by which qualitative and quantitative 
research is judged against, it seemed logical to present the studies separately, 
providing slightly different information for each method. Mixed methods studies are 
included in the quantitative section, as their primary method of analysis was 
quantitative. Where results are reported, only those findings relevant to the body 
image research is stated as many formed part of wider studies about identity, self- 
image etc.
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Main Findings 
Prevalence of body image problems in adolescents with cancer.
From the studies included in this article, it is difficult to determine the 
numbers of adolescents with cancer who experience a disruption in body image. 
Mattson et al. (2007) reported a rate as high as 67% of participants reporting a 
problematic body, Moore et al. (2003) found the rate to be 55% of participants 
reporting that they had experienced body image alterations, whilst Sundberg et al. 
(2009) found only 15% of participants reported an altered body image. Very few of 
the quantitative studies included used a standardised measure of body image, so it is 
difficult to determine what constitutes a “disrupted” body image. There is also the 
issue that whilst a measure may show an alteration in body image, it is unclear what 
clinical implications this might have. It is necessary to bear this in mind when trying 
to understand whether a disrupted body image is actually problematic for the 
individual or not.
All of the qualitative studies reviewed identified areas of body image that 
were disrupted or distressing to the adolescents. Hair loss was identified in six of the 
studies and was commonly reported as the most distressing appearance change in 
cancer (Carpentier et al., 2001; Grinyer, 2007; Hedstrom et al., 2004; McCaffrey, 
2006; Larouche & Chin-Peuckert, 2006; Williamson et al., 2010). Changes in 
weight, whether this is weight loss or weight gain was reported by two of the studies 
as distressing (Hedstrom et al., 2004; Williamson et al., 2010). Finally, changes that 
were permanent, especially scars and or the loss of a body part such as a limb or a 
testicle were also reported as being difficult to adapt to (Carpentier et al., 2011;
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Enskâr & Beterô, 2010; Larouche & Chin- Peuckert, 2006; Snôbohm et al., 2010; 
Woodgate et al., 2005).
Comparison with healthy population.
The majority of the quantitative research did not include a control group as 
part of their design and their reasons for this were often not reported or unclear. This 
makes it difficult to know if the presence of any body image issues found are due to 
the population having cancer, or more due to other characteristics of the sample, for 
example what might be “normal” for going through adolescence. In the studies that 
have included a control group, the results are varied. Three of the studies reported no 
significant differences between adolescents with cancer and a healthy control group 
(Langeveld et al., 2004; Pendley et al., 1997; Wu et al., 2007). None of the studies 
however, reported whether this was because body image problems were present in 
both the cancer group and controls or if both groups reported no problems with 
respect to body image. It could also not account for whether some individuals in the 
sample were highly affected and others were highly unaffected. Additionally, the 
Langeveld et al. (2004) study had a large, but heterogeneous sample in terms of age 
and how long since the participants were diagnosed. This type of study design will 
not pick up on smaller sub-groups which have a more or less affected body image. 
The same criticism is true of the Wu et al. (2007) research, where there was a large 
range of age since diagnosis, with some people being diagnosed in early childhood 
and others in late adolescence, which may have an impact on the body image 
changes reported. The Pendley et al. (1997) study excluded participants who had 
experienced permanent physical changes, such as surgical scars and limb amputation.
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As has previously been discussed, these are often the more difficult effects to live 
with, so the sample in this study may be under representing the body image 
difficulties in adolescents with cancer.
One of the quantitative studies reported that adolescents with cancer reported 
less worries about how their body looks than a control group (Weigers et al., 1998). 
This phenomenon was also found by Mattson et al. (2007) which described how 
some adolescents with cancer worried less about their physical appearance than they 
did before and they found this a positive experience. This would be consistent with 
the theory of post-traumatic growth, whereby positive psychological change is 
experienced as a result of the struggle with a challenging life experience (Tedeschi & 
Calhoum, 2004). In the adult cancer literature, it has been found that some cancer 
patients find benefits in having the disease, although this is not always associated 
with positive psychosocial outcomes (Sears, Stanton & Danoff-Burg, 2003).
One study reported that on many domains, adolescents with cancer and 
controls had an intact self-image, but those with cancer had a poorer sense of sexual 
and social self (Stem et al., 1993), so it may be that only certain aspects of body 
image are affected. The limitations of many of the studies which have compared the 
adolescents with cancer with a healthy population is that they have all used different 
measures with which to test body image, so they are not comparable with each other. 
Additionally, many of the measures, for example those used in the Weigers et al. 
(1998) study were self-developed and un-validated. This makes it hard to determine 
how statistically reliable and valid they are, and as such whether they are tapping into 
real body image disturbances. There are some measures that have been validated, 
however they do not take clinical validity into account (Kopel et al., 1998; Eiser et
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al., 1995), so it is still difficult to determine whether a difference from the “normal” 
scores for body image has any psychosocial implications for the individual. Due to 
the difficulty in accessing the sample and recruiting for some of the studies, they may 
have lacked power due to small sample sizes and it is possible they may have made 
type 2 errors in their reporting.
Gender differences in body image.
Five of the articles reviewed reported no effect of gender (Eiser et al., 1995; 
Kopel et al., 1998; Pendley et al., 1997; Stem et al., 1993; Vami et al., 1995). Ail of 
these studies had fairly small sample sizes, so may have had difficulty achieving 
statistical significance, and none reported the effect sizes. The Kopel et al. (1998) 
research had far more boys than girls in their sample, as did the Stem et al. (1993) 
study, so the female sample is likely to be more heterogeneous than the male sample. 
Another five of the articles found that females reported more problems with body 
image than did males (Langeveld et al., 2004; Sundberg et al., 2009; Wu & Chin, 
2003; Wu et al., 2007; Zebrack & Chester, 2001). In the two studies which included 
control groups however, it was found that females reported a worse body image 
across both groups. This suggests that it is not something specifically about 
adolescent males with cancer that report fewer body image worries than women. This 
would be consistent with some of the previous research on body image differences 
between males and females. Although, as has previously been discussed, it may be 
that the body image differences are qualitatively different for men and women, and 
as such, traditional measures may not accurately capture what is happening for the 
male population. Additionally, it is often seen generally in health research that
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women tend to somewhat over-report and men tend to somewhat under-report 
difficulties. This may lead to a general trend that sees men tending to not seek help 
when in physical or psychological distress, compared with women, which is more 
consistent with “traditional” ideas of masculinity (Galdas, Cheater & Marshall, 
2005). None of the qualitative studies made a distinction between genders when 
reporting their findings.
Age differences in body image.
As for gender, an equal number of studies found no effect of age upon body 
image satisfaction (Kopel et al., 1998; Pendley et al., 1997; Stem et al., 1993; Vami 
et al., 1995) as found differences. Again, small sample sizes may have had 
implications for achieving statistical significance. Overall, the studies which found 
no differences had smaller age ranges in their samples than the ones that found 
differences. Therefore the ones that found differences may have only been able to do 
so because the sample range was wide enough to pick up a difference. The four 
studies which found differences discovered that older participants reported more 
problems with body image than the younger participants (Eiser et al., 1995; Wu & 
Chin, 2003; Wu et al., 2007; Zebrack & Chesler, 2001). This is somewhat different 
to the general population where body image disturbances often appear earlier. 
However, it has been suggested that it is not age per se that predicts when body 
image issues will be present, but rather when the onset of puberty appears compared 
with peers. It is often late-developers who have more body image problems and more 
difficulty adjusting to their bodies, particularly in boys (Ricciardelli & McCabe, 
2009). In the cancer population where development may be delayed due to treatment.
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the risk of being a “late-developer” is increased. It would be interesting to find out if 
there is an interaction between age and gender, as the issues may vary for each 
gender with time point.
The effects of time since diagnosis on body image.
Overall, the participants in the studies reviewed varied in the time since the 
diagnosis of cancer, with some studies focussing on adolescents who were recently 
diagnosed and having treatment, whilst other adolescents had their cancer at a much 
younger age and would be classed as long-term survivors. Most of the studies did not 
include time since diagnosis in their analyses, but the one that did showed no effect 
(Kopel et al., 1998), although these were all long-term survivors. For both 
adolescents recently diagnosed with cancer and longer term survivors there are 
studies which suggest each group has an altered body image and studies which 
suggest that there is an intact body image. It would seem reasonable to expect that 
adolescents receiving treatment would experience more immediate physical changes, 
such as alopecia and weight loss. Some of these changes may disappear when the 
patient is no longer receiving cancer treatment, although, for example hair can often 
grow back differently after chemotherapy (Vanderhoof & Brant, 1999). Wu et al. 
(2007) was the only study to compare on-treatment patients with off-treatment 
survivors and found that the on-treatment group rated a poorer QoL than either the 
survivors or a healthy comparison group. However, as only the overall QoL scale 
was reported, it is not known what role body image had in this. There were no 
differences between the survivors or comparison group, suggesting that in this study 
at least there were no effects. The late effects of cancer were also outlined earlier in
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this review and perhaps the issues for body image change at different stages of the 
disease and into survivorship. Unfortunately, the cross-sectional designs of all the 
studies make it difficult to explore change over time.
Psychosocial effects of body image.
The important issues for clinical psychologists are to know what effects an 
altered body image has on psychological and social well-being. Some studies have 
attempted to address this issue and some common themes are emerging. One area 
that appears to be of particular importance is the effect of appearance and body 
image on social relationships. For example, Pendley et al. (1997) found that the 
effect of cancer on appearance was correlated to loneliness and social anxiety, and 
Stem et al. (1993) found that the sense of sexual self was related to social support. 
Both of these studies used correlations, so it is difficult to determine if there are any 
causal effects of body image on social relationships. It is also difficult to determine 
how much a perceived sense of body image comes into these measures, as they are 
not directly measuring body image. Vami et al. (1995) found that self-esteem and 
physical appearance together predicted 28% of the variance in social anxiety scores.
The qualitative research seems to provide further evidence for this, as several 
of the studies found themes around body image and its effect on social life. This 
could be mediated by body image changes affecting your confidence as found by 
Grinyer (2007). A problem with this study is that other people, such as parents or 
medical staff were often present at the research interview, which may have meant 
that it was difficult to talk about their bodies in front of others. Also, some of the
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participants in this study were still quite unwell and in hospital, which may be a 
difficult time for them to reflect on what is happening to them. Another area where a 
negative body image affects your social life is being worried about negative reactions 
from others (McCaffrey, 2006), avoiding social situations (Larouche & Chin- 
Peuckert, 2006) and the idea that your appearance affects your popularity and peer 
acceptance (Snôbohm et al, 2010). A difficulty with the Snôbohm et al (2010) study 
was that the majority of the participants had not experienced bodily changes as a 
result of their cancer, so may have relatively few body image concerns to reflect on. 
Additionally, while they state that it can affect your popularity and peer acceptance, 
they do not go into this further and describe the implications this has 
psychologically. Self-esteem appears to be implicated to a sense of social self, for 
example McCaffrey (2006) reported that self-esteem can be impacted by a negative 
body image, and this was mainly because of the fear of reactions from other people. 
This qualitative study was coded according to the questions that were asked rather 
than from emerging themes, so it is difficult to know whether the participants may 
have been led too much by the questions. The Vami et al. (1995) model also 
emphasised the importance of self-esteem and physical appearance together in 
predicting depression and social anxiety, although this study was mainly on children 
and young adolescents, so may not be generalizable to older adolescent cancer 
patients.
Body image also seems to be related to a sense of self and identity, as was 
reported by Woodate (2005). In males, bodily changes, in particular the loss of a 
testicle can be linked to feelings of masculinity (Carpentier et al. 2011). There can 
also be implications for self-esteem, as correlations found in Zebrack and Chesler’s
138
(2001) study, although this was more about overall ratings of worry about cancer 
than body image specifically.
There is the possibility that body image changes could be related to 
behavioural and adjustment problems, as found by Moore et al. (2003). However, 
this was again a correlational finding, so causality about the role of body image and 
the psychosocial consequences cannot be inferred, although this type of study design 
can give future researchers clues as to what might be important to study in the future. 
Additionally, none of the other studies took measures that specifically looked at 
behavioural and adjustment problems, so the extent of this is not yet known.
Interventions to improve body image.
Another important area for clinical psychologists to consider is the impact 
that the current research can have on intervention. The only intervention study found 
that sought to improve body image was the Canada et al. (2007) study which was an 
educational and supportive group for adolescents and young adults with cancer 
focussing on improving psychosexual development. The results of this group are 
promising, with improvements in confidence about appearance, perception of body 
competence, more satisfaction with particular body parts and feeling more attractive 
to the opposite sex. Given the small sample size and pilot nature of this study, it 
would be important to see if these findings can be replicated elsewhere.
There have been some clues from the qualitative literature as to what might 
protect individuals from developing a poor body image, or what might stop a poor 
body image having a psychosocial impact. This has tended to focus on the role of
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family and peer support. Being in a relationship for example could make body image 
issues easier to deal with for men (Carpentier et al., 2011). However, this study had a 
large age range of participants (18-34) and there could possibly be an interaction 
between age and stability of relationship which is not mentioned. Additionally, it 
appeared that the researchers asked about and were looking for whether relationships 
were important, so it seems unsurprising that they found they are. Two studies spoke 
of the role of a peer “shield”, in that if you are able to maintain relationships with 
some close friends, then they can shield you from the impact of a negative body 
image (Larouche & Chin-Peuckert, 2006; Williamson et al., 2010). The reporting of 
the mixed method design of the Williamson et al (2010) study makes it difficult to 
know if these results are from the rich qualitative data obtained from four 
participants or from an online survey, as all were included together. More people 
completed the online survey and they were all females, so it may be that the female 
view is more prominent when thinking about the importance of the role of peer 
support. The complex model that Larouche & Chin-Peuckert (2006) designed as a 
result of their data, may be over ambitious from the actual results that they obtained, 
particularly because one participant was unsuitable having only recently been 
diagnosed and had not experienced any body image changes yet. One aspect of peer 
support that may be important is for friends and family to treat the person 
“normally”, the same as they did before cancer to make them feel less anxious about 
their body image (Woodgate, 2005). Unfortunately, this study does not go into detail 
about what qualities their “normal” interactions had, so as to how to promote this in 
others.
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Discussion
Methodological issues.
Due to the fortunately, relatively rare nature of cancer in adolescents it has 
been difficult for quantitative researchers to achieve adequate sample sizes, which 
may have implications for the power of their statistical analyses. Where studies have 
managed to obtain larger sample sizes these have typically been very heterogeneous 
groups, having to widen their inclusion criteria and as such there is often a large 
variation in their ages or time since their illness, which as described earlier, can have 
an impact on body image issues. Another difficulty in comparing quantitative studies 
is the variability of measures used to assess body image. The fact that these measures 
also are often unstandardised for adolescents makes it difficult to understand to what 
extent body image is actually a problem. A final difficulty is that when trying to 
explore what impact body image issues have on psychosocial development, 
researchers can only make correlations with the different domains in which they have 
asked participants about and these tended to differ between studies. Perhaps in 
future, they should draw on what themes are being discovered through the qualitative 
research in order to inform what questions to ask in a quantitative measure. This may 
also help with some of the criticisms about traditional measures not tapping into 
body image issues for males, for example.
Qualitative research may prove a more useful research paradigm given that 
the quantitative studies are giving mixed messages about the prevalence of body 
image problems in the groups, whether there are effects of age and gender or whether
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body image problems have psychosocial consequences. The fact that body image is 
not a static concept also makes it difficult to measure quantitatively. Indeed, the 
validity of quantitative research could be called into question given that one study 
specifically found when they interviewed female leukaemia survivors it revealed 
body image impairment compared with healthy controls, whereas on the Offer Self 
Image Questionnaire, no impairment was found (Puukko, Sammallahti, Sûmes & 
Aalberg, 1997). This calls into question whether the measures used really tap into 
body image problems. It may also add weight to the argument that adolescent cancer 
survivors typically show high levels of social desirability bias when responding to 
research questionnaires as they wish to appear “supernormal” (Madan-Swain et al., 
1994). The qualitative studies included in this review have generally provided rich 
data to help to understand how body image is affected and the implications this may 
have for psychosocial functioning. However, whilst most collect demographic data, 
none have thought about the impact that gender, age and diagnosis might play in the 
participants’ responses. Again, they tend to have very small and heterogeneous 
samples, so the transferability of the findings may be limited. In addition, the 
qualitative studies all used very different analytic methods, with some studies 
“looking” for certain information, which may have left certain themes that often 
emerge from data under-reported.
Adolescent males with cancer.
Only one of the studies in the literature review focussed on the specific issues 
for males with cancer (Carpentier et al., 2011). This may be due to a trend in the 
quantitative literature to find that females report a worse body image than males.
142
However, as body image issues are quite different for males and females in the 
healthy population, it could be that the issues are different for men and this has not 
yet been researched. When Wallace, Harcourt, Rumsey & Foot (2007) conducted 
their research into managing the appearance changes resulting from cancer treatment 
in adolescents, they found it difficult to recruit male participants. As a result, they 
only had one male in their study and said that the issues were different for this 
participant as opposed to the females, and as such he was excluded from the analysis. 
However, it would be of interest to find out in which ways his responses were 
different and also whether they put these differences down to gender or other factors, 
such as age or cancer type. There is often difficulty in recruiting males to body image 
research and was the case in several studies included in this review. However, it is 
poorly understood as to why that is, with people theorising that it may be due to the 
fact that men are less concerned about body image than women, or that, particularly 
for qualitative research, males might find it more difficult to talk about such a 
sensitive topic (Wallace et al., 2007).
Implications for the clinical psychologist and areas of future research.
Whilst the literature is still somewhat conflicting, it seems that some body 
image issues exist for at least some adolescents with cancer and this can have an 
impact on their psychological well-being. It is important for clinical psychologists to 
better understand these concepts in order to be able to identify individuals who may 
be in need of additional support. This requires further in-depth and cohesive research 
with more homogenous samples and better measures in the quantitative domain. 
Perhaps further good qualitative research can help inform quantitative researchers
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where to focus their attention in terms of what to measure and who to focus on. In 
terms of intervention for this group, research is still in its infancy with only one 
controlled study completed. More studies with adequate research methods are needed 
to help indicate what the need for intervention might be and who to intervene with. 
Further, larger scale studies will be required to further assess the efficacy of 
treatments. Perhaps where clinical psychologists are already working in this area, 
documentation of outcomes and publication of these will help inform others of what 
interventions have clinical effectiveness. Again, further qualitative enquiry 
determining what adolescents think has been helpful or would be helpful to them 
should be carried out.
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Conclusions
Body image research with adolescents with cancer is receiving further 
attention as it is recognised that cancer may impact an emerging self-image which 
happens during adolescence. There is increasingly more, good quality research in this 
area which suggests that some adolescents with cancer are at risk of developing an 
altered body image which may lead to psychological or social difficulties, although 
this is not inevitable. The understanding for whether there are any specific issues for 
adolescent males with cancer has received little attention. Additionally, the impact 
that body image has on psychological well-being requires further attention in order to 
better inform interventions.
Major Research Project Questions
The following questions are ones that this literature review has identified as gaps 
in the knowledge about body image in adolescent males with cancer.
• What is the experience of body image in adolescent boys with cancer?
• What are the gender specific body issues for adolescent boys with cancer?
• What impact would a negative body image have on adolescent boys with 
cancer?
• What interventions do adolescent boys with cancer think would be acceptable 
in helping to deal with body image issues?
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Abstract
In an NHS trust, Community Mental Health Teams (CMHTs) have been redesigned 
to deliver more recovery focused services. The new Community Mental Health 
Recovery Service (CMHRS) teams deliver the recovery principles of the Wellness 
Recovery Action Plan (WRAP) through an eight session group. They used the RAS 
as an outcome measure, taking it at the first and last sessions. A total of 16 
completed measures from 4 different groups were analysed to see if the participants 
of the group were benefitting from taking part, as measured by the RAS. Within- 
group comparisons suggested that participants rated themselves as overall 
significantly improved on the RAS after the group, p=0.01, with a moderate to large 
effect size, d=0.74. In particular, the subscales of the RAS “Personal Recovery and 
Hope” and “Goal and Orientation Success” showed the largest amounts of 
improvement after the group. The results suggest that the WRAP group is having a 
positive impact for participants and implications for the service are considered. 
However, there are a number of limitations of the RAS which are are considered, 
along with a consideration of drop outs of the group, whose data are not captured. 
Suggestions for future audits are considered, which may help to understand which 
people the WRAP group is of benefit to and whether the RAS captures benefits 
which are meaningful to participants.
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Introduction
The recovery movement in mental health has been gaining momentum since 
the 1980s, as service users spoke out about their experiences of services. In their 
accounts, they described how they experienced recovery not simply as an absence of 
symptoms, but about living their life well and being active participants in using 
mental health services, rather than having treatments “done” to them (Deegan, 1988). 
Recovery can be difficult to define, as it is an individual process, but there are 
several common principles behind recovery which are; hope, empowerment, healing 
and support (Jacobson & Greenley, 2001). Whilst services cannot ensure that a 
person recovers from mental health problems, they can ensure that it is designed in a 
way to promote recovery and several models have been proposed as to how to 
achieve this (Jacobson & Greenley, 2001).
The CMHRS is a secondary care mental health service within an NHS trust. 
It provides community based interventions for people with severe and enduring 
mental health problems. In the past year, the service went under a redesign from the 
previous CMHT to deliver services more in line with the recovery model. The 
CMHRS is now designed to provide assessment and liaison services and specialist 
interventions. In order to promote recovery and to prioritise services for those with 
greatest need, the model suggests that discharge from the service should be 
considered at each review (CMHRS operational policy, 2011).
The WRAP programme was developed in the USA by Mary Ellen Copeland, 
who was a service user. It is designed to help people use self-help skills and 
strategies to go alongside treatment to achieve wellness, stability and recovery. This 
is achieved by developing a personalised WRAP for individuals, which identifies
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ways to keep well and to seek help in different areas of the person’s life, such as 
physical health, identifying early warning signs and crisis planning (Copeland & 
Mead, 2004).
In line with the recovery model, the CMHRS implements the principles of 
WRAP through a group, which runs for eight sessions and covers topics such as; 
“What I’m like when I’m well”, “Triggers and Early Warning Signs”, “Strategies for 
Alleviating Symptoms”, “Maintenance Lists” and “Crisis Planning”. One of the aims 
of the group is to decrease participants’ fears about relapse and discharge, therefore it 
currently also serves as a “moving on” group for service users who have been in 
services for a number of years and are due to be discharged. In the future, it is 
anticipated that service users will undertake the WRAP group at different stages in 
their recovery process, in line with their varying needs.
Since beginning the WRAP group, the facilitators have had some positive 
feedback from participants and wanted to capture this through outcome measures. 
Therefore they decided to use the RAS (Corrigan, Giffort, Rashid, Leary & Okeke, 
1999), as it was felt that this questionnaire captured aspects of what the WRAP group 
was trying to achieve. It was being used mainly as an individual indicator of change, 
but the facilitators were interested to know about the overall impact of the group. 
Therefore the purpose of this audit was to consider whether people who participated 
in the WRAP group benefitted from it in terms of recovery, as measured by the RAS.
158
Method 
Materials.
The RAS is 41 item self-report questionnaire which aims to measure 
constructs which make up “recovery” (see appendix 1). A strength of the measure is 
that the items were based upon personalised accounts of recovery (Giffort, Schmook, 
Woody, Vollendorf & Gervain, 1995), suggesting it captures what service users think 
are important components of recovery. It has five factors, which are; “personal 
confidence and hope”, “willingness to ask for help”, “goal and success orientation”, 
“reliance on others”, and “not dominated by symptoms” (see appendix 2) (Corrigan, 
Salzer, Ralph, Sangster & Keck, 2004). It has shown to have good internal 
consistency (r=0.93), and test-retest reliability (i=0.88) (Corrigan et al., 1999). When 
the RAS was first produced, there were no other standardised measures of recovery 
to compare it to. It showed good concurrent validity to the Rosenberg Self Esteem 
Scale (Rosenberg, 1965) (r=0.55) and the Quality of Life Interview (Lehman, 1983) 
(r=0.62) (Corrigan et al., 1999), but these were not designed to specifically measure 
recovery. More recently, testing in an Australian sample has shown that subscales of 
the RAS have good concurrent validity with the Mental Health Recovery Measure 
(Young & Ensing, 1999) (i=0.2 to 0.68, p<0.01) and the Stages of Recovery Measure 
(Andersen, Oades & Caputi, 2003) (r=0.21 to 0.49, p<0.01) (McNaught, Caputi, 
Oades & Deane, 2007). There are some criticisms of the RAS, for example there are 
no cut-off, or standardised scores. The argument is for this is that recovery is an 
individual process, however its clinical utility in assisting decisions about discharge, 
for example can be hindered by this lack of standardisation. One of the advantages 
for use in an NHS setting is that the measure is free to use. As one of the CMHRS
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teams had been using this outcome measure for 2 previous WRAP group 
programmes and had some completed data, it seemed reasonable to continue using 
this.
Participants.
The participants were members of the WRAP groups in the services that had 
agreed to take part. Under the care of the CMHRS, they would have had a diagnosis 
that would class them has having a severe and enduring mental health problem and 
would be over the age of 18. People who were invited to take part in the WRAP 
group were usually being considered for discharge from secondary care services, 
which meant that they are in a position of stability and have made some recovery.
Procedure.
The RAS was given to members of the WRAP group by the facilitators at the 
first group session and at the final one. Some demographic details were obtained by 
talking to group facilitators and checking electronic health records. The pre and post 
data was then matched and anonymised. Data was entered into and analysed using 
the Statistical Package for the Social Sciences (SPSS) Version 20. Data was spot 
checked by the researcher for accuracy. Paired samples t-tests were used to compare 
scores of the RAS at the first and final sessions of the group.
Ethical Considerations.
Outcome measures are routinely collected for this group for clinical use and 
service evaluation, although clients can choose to not complete them should they not 
wish to. It was considered that this project was classed as clinical audit, rather than
160
research, and therefore no formal ethics approval was required (See appendix 3). The 
person responsible for analysing the data was not involved with the running of the 
group, therefore did not know the people involved and was not biased by this. As 
soon as some demographic details were obtained and the pre and post measures were 
paired together, all data was anonymised, using participant numbers rather than 
names. No individual’s results will be reported on and results will be primarily used 
to help the CMHRS improve their services, which is a good ethical reason to be 
carrying out the audit.
Service user cousultatiou.
The coordinator of service user involvement at the university was consulted 
as to how to involve service users in the design of the project. However it was 
decided that given the small scale of the project and the fact the measures had 
already been decided upon, that further service user involvement may not be 
meaningful.
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Results 
Sample.
A total of 16 complete sets of data were received from a total of 4 groups in 2 
services. In addition, a further 2 people who were offered the group never attended, 
and a further 8 people attended one or more sessions and dropped out. Unfortunately 
it was not possible to obtain data from those who dropped out.
There were 11 participants from service A and 5 participants from service B. There 
were 12 females and 4 males. The age of participants ranged from 26 to 72 years, 
with a mean age of 47. In terms of presenting difficulties, 7 had a diagnosis of 
anxiety and/or depression, 5 had a diagnosis of bipolar disorder, 3 had a diagnosis of 
psychosis or schizophrenia and 1 had a diagnosis of borderline personality disorder. 
The majority of participants had been under the care of the team for 2 years or more 
(13 participants), 2 had been there for between 18 months and 2 years, and 1 had 
been there for 6 months or less. It was not possible to be more accurate about the 
time in services than over 2 years, as this is the time that electronic health records 
began and it was not feasible to request past records to determine the number of 
years in the service.
Parametric assumptions.
Data was checked for normality. The skew and kurtosis statistics were not 
more than twice their standard errors, suggesting that the data was normally 
distributed. The Kolmorgorov-Smimov test of normality was non-significant, 
p=0.20, suggesting that the data does not differ significantly from the normal curve.
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With these assumptions met, the parametric versions of statistics were used, namely 
the paired samples t-test. A separate program was used to calculate Cohen’s d, a 
statistic for effect sizes.
Table 1: The t value, p  value and effect sizes fo r  pre and post comparisons made 
within the data.
Pre/post comparison T Value P Value Effect Size 
(Cohen’s d)
Whole sample 2.96 0.01* 0.74*
Service A 2.56 0.03* 0.83*
Service B 5.67 0.005* 0.55
Personal Confidence and Hope** 3.98 0.001* 0.94*
Willingness to ask for Help** 1.62 0.127 0.30
Goal and Success Orientation** 2.44 0.03* 0.78*
Reliance on Others** 0.44 0.67 0.14
Not Dominated by Symptoms** 1.32 0.21 0.30
* Indicates significant p value or large effect size. 
** Of whole sample
Whole sample comparisons.
There was a significant difference between the total scores for the whole 
sample at the beginning and end of the group, t(15)=2.96, p=0.01, and the size of this 
effect was moderate to large, d=0.74. The result was in the direction that scores had 
significantly increased, suggesting a significant improvement in recovery.
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On subscales of the RAS, two came out as having significantly improved at the end 
of the group, “Personal Confidence and Hope”, t(15)=3.98, p=0.001 and “Goal and 
Success Orientation”, t(15)=2.44, p=0.03. Both of these showed a large effect size, 
d= 0.94 and d=0.78, respectively. All other subscales had no significant differences 
between responses at first and last sessions.
Differences in services.
Both service A and service B had a significant difference in their total scores 
at the beginning and end of the group, t(10)=2.56, p=0.03 and t(4)=5.67, p=0.005, 
respectively. Service A had a large effect size in their difference, d=0.83 and service 
B had a moderate effect size, d=0.55. Both were in a positive direction, suggesting 
improvement.
It was not possible to compute further comparisons for age, gender, diagnosis 
or time in the service as the numbers involved meant that some groups were too 
small for analysis.
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Discussion 
Interpretation of the results.
The results suggest that as a result of attending the WRAP group, participants 
rated themselves higher on the RAS, indicating better recovery outcomes. This 
suggests that the WRAP group is achieving its aims to promote recovery. It appears 
that WRAP groups in both services that took part are doing well in achieving higher 
scores on the RAS at the end of their group. Service A had a larger effect size than 
service B, although it may be unfair to compare these groups directly, as there were a 
larger number of participants from service A.
It seems that there are only two factors of the RAS that participants reported 
improvement upon. These include; “Personal Confidence and Hope” and “Goal and 
Success Orientation”. It may be that psychometrically these are more valid constructs 
as they include the largest number of items, 7 and 5 respectively, whereas the other 
factors only included 3 or 4 items. Some of the topics covered by the WRAP group, 
such as identifying triggers and ways to stay well, you would expect to have an 
impact on “personal confidence and hope”, and there is a session specifically about 
things to do on a daily/weekly/monthly basis which may relate to “goal and success 
orientation”. However, equally there are also sessions about crisis planning, which 
you would expect to relate to “willingness to ask for help” or “reliance on others”. It 
may be that because the participants have already sought help from services that they 
already rated themselves highly on these aspects before the group.
It is important to note that the factors of the RAS are only made from the first 
22 items from the full 41 item scale. It may be that if the service wants to only look 
at the existing factors, they may only want to administer the first 22 items of the
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scale, thus reducing the demands of the participants in completing outcome 
measures.
Limitations.
There are a number of limitations to this study which need to be considered 
when interpreting the results. Firstly, there is no data available from people who 
dropped out of the group, of which there was a large number (16 completed the 
group and 10 did not). It may therefore be that certain people feel they are benefitting 
from the WRAP group, complete the group and measure, whereas people who feel 
they are not benefitting drop out and do not complete measures. Without this data we 
do not know if the WRAP group benefits people who are referred to it overall, or just 
those who complete it and if there are particular characteristics of people who 
complete the group.
Additionally, there was no control group, so it not known whether it was the 
WRAP group that helped people improve their RAS scores, or some other factors 
which are uncontrolled for. However, as this is an audit it would have been 
inappropriate for the design to include a control group. Additionally, the group of 
participants is heterogeneous in terms of age, gender, presenting difficulty, time in 
service, social circumstances. Again, this was an audit and either data was 
unavailable or the numbers involved were too small, so it was not possible to explore 
or control for these confounding variables and therefore it is unknown what influence 
they had on the change in scores.
The RAS is an unstandardised measure, with no cut of scores, with the 
argument for this being that recovery is personal, and therefore this is no measure of 
“good” or “bad” recovery. However, this does make it difficult to interpret whether
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the change in score represents something meaningful and improved. It also makes it 
difficult for the service to know whether people have achieved an adequate recovery 
in order to contribute to decisions about whether they should be discharged from the 
service.
Finally, whilst participants’ scores on the RAS improved, it is not known 
whether this relates to something helpful for participants. As recovery is argued to be 
a personal construct, and therefore difficult to measure with a questionnaire, the RAS 
may not have captured the priorities for recovery for the service users that took part. 
This may be the case, as the personal accounts that were used to develop the RAS 
came from service users in the USA with a diagnosis of schizophrenia. It is possible 
that experiences of service users in the UK with a range of presentations may result 
in different priorities for recovery.
Service Implications.
The main implications for the service are that there is good evidence to show 
that the WRAP group has some efficacy for participants, as measured by the RAS. 
This provides weight to the case for running the group and the clinician time 
involved in facilitating the group. It also suggests that the RAS is a helpful outcome 
measure to use as it is sensitive to changes experienced by the group. The service 
may wish to consider using the shorter 22 item version of the RAS. They may also 
want to consider contacting people who have dropped out of the group to obtain 
outcome measures, as this will help us to understand who the WRAP group is more 
useful to. Plans have been made to feedback the results to the service (see appendix 
4).
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Ideas for further research.
Further research could focus on adding to the data. Larger numbers of 
participants in the data set will add weight to the results and may allow for 
comparisons within the group. Another strand of research could be to interview 
participants of the group to see if they feel the RAS captures benefits they feel they 
have gained from the group and thereby see whether the RAS is a helpful outcome 
measure from a service user perspective. Alternatively, participants could be asked to 
complete several outcome measures to see which appears to capture change most 
accurately, however this would be a greater demand on participant time. It would 
also be helpful to have more information and data from those who dropped out of the 
group to see the effect of this in the analysis and what are the characteristics of those 
who drop out. It may also be helpful at some point to compare people who have been 
through the WRAP group to those who are at a similar stage in recovery who have 
not had the intervention or have had an alternative intervention, to try and determine 
how much of the positive effect is due to the WRAP group.
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Conclusions
In conclusion, the results from this audit are promising, showing that 
participants’ scores on the RAS improve after taking part in the WRAP group and 
that this was consistent across two different services. In particular, scores on the 
subscales of “Personal Confidence and Growth” and “Goal and Success Orientation” 
improved more than on the other subscales. The service can use these results to 
suggest that there are benefits of running the WRAP group.
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Appendix 1 : The Recovery Assessment Scale
RECOVERY ASSESSMENT SCALE 
Giffort D, Schmook A, Woody C, Vollendorf C, and Gervain M
Corrigan, P. W., Giffort, D., Rashid, P., Leary, M., & Okeke, I. (1999). Recovery as a 
Psychological Construct. Community Mental Health Journal. 35(3). 231-239.
Instructions: Below is a Est of statements that describe how people sometimes feel about 
themselves and their Eves. Please read each one carefuEy and circle tire number to the right 
that best describes the extent to which you agree or disagree with the statement. CEcle only 
one number for each statement and do not skip any items.
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Strongly
Disagree
Dis­
agree
Not
Sure Agree
Strongly
Agree
1. I have a desire to succeed. 1 2 3 4 5
2. I have my own plan for how to stay or become 
well.
1 2 3 4 5
3. I have goals in Efe that I want to reach. 1 2 3 4 5
4. 1 beEeve I can meet my current personal goals. 1 2 3 4 5
5. I have a purpose in Efe. 1 2 3 4 5
6. Even when I don't care about myself, other people 
do.
1 2 3 4 5
7. I understand how to control the symptoms of my 
mental Elness.
1 2 3 4 5
8. I can handle it if I get sick again. 1 2 3 4 5
9. I can identify what triggers the symptoms of my 
mental illness.
1 2 3 4 5
10. I can help myself become better. 1 2 3 4 5
11. Fear doesn't stop me from Eving the way I want 
to.
1 2 3 4 5
12. 1 know that there arc mental health services that 
do help me.
1 2 3 4 5
13. There arc things that I can do that help me deal 
with unwanted symptoms.
1 2 3 4 5
14. I can handle what happens in my Efe. 1 2 3 4 5
15. I Eke myself. 1 2 3 4 5
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Strongly D is- N ot Strongly
Disagree agree Sure Agree Agree
[f people really knew me, they would like me.
[ am a better person than before my experience 
ivith mental illness.
Although my symptoms may get worse, I know I 
:an handle it.
!f I keep trying, I will continue to get better.
' have an idea o f w ho I want to become.
rhings happen for a reason.
Something good will eventually happen.
am the person m ost responsible for my own 
mprovement.
'm hopeful about the future.
continue to have new interests.
t is important to have fun.
ioping with my mental illness is no longer the 
lain focus o f my Hfe.
dy symptoms interfere less and less with my life.
ly  symptoms seem to be a problem for shorter 
eriods o f  time each time they occur.
know when to ask for help.
am willing to ask for help.
ask for help, when I need it.
eing able to work is important to me.
know what helps m e get better
can learn from my mistakes.
can handle stress.
4
4
4
4
4
4
4
4
4
4
4
4
4
4
4
4
4
4
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Strongly Dis- N ot Strongly
Disagree agree Sure Agree Agree
37. I have people I can count on. I 2 3 4 5
38. I can identify the early warning signs of becoming 1 2 3 4 5
sick.
39. Even when 1 don't believe in myself, other people 1 2 3 4 5
do.
40. It is important to have a variety of Eiends. 1 2 3 4 5
41. It is important to have healthy habits. 1 2 3 4 5
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Appendix 2: RAS score sheet
The RAS Score Sheet
Jame or ID Number Date
actor scores are obtained by adding up the parenthetical items which load into each factor. 
_______ Personal Confidence and Hope (Sum of items 7, 8, 9,10,  11,12, & 19)
_______ Willingness to ask for Help (Sum of items 16, 17, & 18)
_______ Goal and Success Orientation (Sum of items 1, 2, 3, 4, & 5)
_______ Reliance on Others (Sum o f items 6, 20, 21, & 22)
_______ Not Dominated by Symptoms (Sum of items 13, 14, and 15)
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Appendix 3: Copy o f  proposal confirming no external ethics was required
RG6
SERVICE RELATED RESEARCH PROPOSAL FORM
'his form should be completed by the trainee, signed by the field supervisor and submitted to 
le  course office by the deadline given in the course handbook.
'iame
*lease indicate by circling whether this project is:
•  Audit
• Service evaluation
' l^ease indicate by circling whether this project needs:
•  NHS Trust R&D Committee approval
•  Ethics committee approval
• No external approval
Project title:
Do participants in the Wellness Recovery Action Plan (WRAP) group programme at a 
Community Mental Health Recovery Service (CMHRS) benefit from the group, as 
neasured by the Recovery Assessment Scale (RAS)?
Background and rationale (Maximum 500 words)
The Community Mental Health Recovery Service (CMHRS) is a secondary care 
mental health service within a local NHS trust. It provides community based 
interventions for people with severe and enduring mental health problems. In the past 
year, this service went under a redesign from the previous Community Mental Health 
Team (CMHT) to deliver services more in line with the recovery model. The CMHRS 
is now designed to provide assessment and liaison services and specialist 
interventions. In order to promote recovery and to prioritise services for those with 
greatest need, the model suggests that discharge from the service is to be considered 
at each review.
The Wellness Recovery Action Plan (WRAP) was developed in the USA by Maiy 
Ellen Copeland. It is designed to help people use self-help skills and strategies to go 
alongside treatment to achieve wellness, stability and recovery. Some o f the aims o f  
the WRAP programme are to increase hope and personal responsibility, education, 
increase self-advocacy/support, monitoring and responding to symptoms and building 
a lifestyle that promotes wellness. This is achieved by developing a personalised 
WRAP for individuals, which identifies ways to keep well and to seek help in 
different areas o f the person’s life, such as physical health, identifying early warning 
signs and crisis planning.
In line with the recovery model, the CMHRS implements the principles o f WRAP 
through a group, which currently also serves as a moving on group for service users 
who have been in mental health services for a number o f years and are due to be 
discharged. In the future, it is anticipated that service users undertake the WRAP 
group at different stages on in their recovery process, in line with their varying needs.
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fForts will be made to contact them and complete the outcomes measures. Outcome 
leasures are routinely collected for this group for clinical use and service evaluation, 
Ithough clients can choose to not complete them should they not wish to. The 
uestionnaires will initially have participants’ names on them, in order to pair them 
p, and for the facilitators to be able to use the outcome measures in their discharge 
sports. However, once they are only for use in the SRRP, they will be anonymised 
nd data will be entered using participant numbers.
inalysis
Fhe statistical package SPSS will be used for the analysis. A quantitative, statistical 
inalysis will be used to compare the pooled group means before and after. The type o f  
est used will depend upon final participant numbers and whether the data meets 
parametric criteria. Therefore, initially the data will have to be checked for skew and 
curtosis. If the data meets parametric assumptions, then a paired samples t-test will be 
osed, or if  does not, then the non-parametric version, the Wilcoxon signed-rank test 
will be used.
Service-related implications
It is important for the service to know whether the WRAP group programme benefits 
the service users who take part o f it, in terms o f being more in control o f  their own 
recovery. This is a new group, and commissioners will be interested in whether the 
group has a positive impact. Depending on the results o f the study, it may also prompt 
the service to look at whether the RAS is the most appropriate outcome measure. For 
example, if  there were no significant results on the RAS, but the facilitators and 
service users still felt it was a helpful process, perhaps other measures could be used 
that capture what they think is beneficial. Alternatively, the WRAP group programme 
may have to be adapted if  the results suggest that it is not benefitting people overall. 
This will be for the service to investigate once the results o f  this project are fed back 
to them. This may also form the beginnings o f further research that may look at the 
efficacy o f WRAP groups at different stages in the recovery process, for example.
Name o f  University supervisor: Dr 
Name o f  Field supervisor: TiT .
Signature o f  trainee:
Field Supervisor’s declaration; I  support the proposed project and methodology, catd confirm 
that ethics/R&D approval is not needed/has been secured for this project.
Signature o f Field Supervisor: ' ' "  Date: ' X S '  OST'—
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Appendix 4: Email indicating plan to present results to service
R i24 Oasber 231214:44 .nhs.uk] ^  ^  Actions ^
To: • . :-------- . -
cc ■ * .
" You repiied on 25/10/2012 08:47.
------------——-------------------------------— -----—...... .....................
Hi
I hope you are keeping well. I spoke to the team today, and the 21st Nov v/as agreed as a good date for you to com e back and 
feedback your SRRP. Hov/ is this with you? A 9.30am start would be great.
Best Wishes
Dr.
Chartered Senior Counselling Psychologist 
CMHRS
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Final Reflective Account
On becoming a clinical psychologist: A retrospective, developmental, reflective 
account of the experience of training
Student URN: 6200110
Date: April 2014
Year: 3
Type of Assignment: Reflective Account
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Introduction
This reflective account is an opportunity for me to look back over the past 
three years of the clinical training programme, of which I am nearly at an end. This 
signifies the end of a ten year journey for me to become a qualified clinical 
psychologist, but I am aware it is certainly not the end of my development as a 
clinical psychologist, which will continue throughout my career. At this point, I have 
an affiliation with acceptance and commitment therapy (ACT), because it fits well 
with my values around wellbeing and I have enjoyed practicing it on placement. 
Therefore in the spirit of only doing things with my clients that I would be willing to 
have done to myself, I will be structuring this reflective account with a 
developmental formulation of myself using the ACT hexaflex model of 
psychological flexibility (Hayes, Strosahl & Wilson, 2012, see figure 1). I will be 
using this model to show how by using this approach in my own life, I have 
developed as a clinical psychologist. I will pay particular attention to the areas of; 
putting across my own perspectives, holding positions of safe uncertainty, building 
personal resilience, receiving feedback, and having a sense of what kind of clinical 
psychologist I want to be once qualified.
1. Acceptance.
The ACT model suggests that when people do not have psychological 
flexibility they engage in experiential avoidance of aversive experiences. We do 
everything that we can to get rid of that unpleasant experience, sometimes at the cost 
of doing something that matters to us. At the beginning of training, I found myself in
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so many situations at work that provoked feelings of anxiety, which is obviously 
unpleasant. For example, in team meetings I might have a perspective to put across 
that is different to that of a more senior colleague. The thought of challenging 
someone who I assume must know more than me and putting myself up for potential 
criticism filled me with dread. As a result, I barely said anything in the team 
meetings of my first placement. With time and encouragement from supervisors, I 
am now able to speak up more in front of senior colleagues. Part of this process was 
accepting the fact that I am going to be anxious and that it may well lead to some 
negative consequences such as embarrassment for me. However, I can now notice 
when I am avoiding something due to anxiety and can choose to do it anyway, 
because I recognise that it is important for my development, the promotion of 
psychology and for the client that the discussion concerns.
My attitude towards avoidance has changed over the course of training, so 
now if I notice that something scares me, I know it means that it is probably 
something really important to do, so I need to “jump in” and do it, accepting my 
anxiety as part of it. This has led me to take part more in things such as role plays 
during teaching and doing presentations of my research, which are things I would 
have tried to get out of in the past. During my last placement, I was asked by my 
supervisor whether I wanted to take the lead in a group in my first session. My mind 
told me, “no, that is too scary, it would be really easy to say no and sit and observe”, 
but I did do it, with my anxiety, and found the experience really positive and I learnt 
much more from doing this. I actually shared with the group that I was anxious, but 
was going to take a lead anyway and they all said at the end how powerful they had
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found my disclosure, as it showed to them we were all trying out new things that we 
previously avoided.
In line with exposure therapy for anxiety (Mineka & Thomas, 2005), the 
result of not avoiding these situations any longer is that I do have more confidence 
and less anxiety about doing them again, although it is still there to some degree. I 
know that throughout my career as a clinical psychologist there will be new 
opportunities that will cause me anxiety, such as being a supervisor and taking 
clinical responsibility for another’s work, or taking on an increased leadership role as 
a head of service which will involve handling managerial and commissioning 
processes. I look forward with some trepidation to this stage of my career. Hopefully 
any anxiety about this will spur me on to achieve good standards, rather than be 
something to be avoided.
2. Defusion.
Similar to the concept of “rules for living” in second wave CBT (Kovacs & 
Beck, 1978), ACT suggests that people have ideas or rules about who they are and 
what they should do. When practising psychological flexibility though, you defuse 
from these ideas, and your actions can be based more on the present moment rather 
than what your mind says you “ought” to do. One example of my development in 
this area is the idea I had at the beginning of the course was that by the end of 
training, I should know everything about clinical psychology in order to be a 
competent practitioner. Whilst undoubtedly I now do have more knowledge of 
psychological theory and applying it, I am also more aware of how much I still do
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not know. At the beginning of training I sometimes tried to hide the fact that I didn’t 
know something, because in my mind not knowing is equal to incompetent. By using 
ACT, I am now able to defuse that thought and speak up when I am unsure or do not 
know about something. My experience of this is that often other people were unsure 
too, or that later I had known something that someone else did not. Through talking 
to more experienced colleagues, I know that this is something that will continue 
throughout my career, there will always be things I do not know, but that does not 
mean that I am an incompetent clinical psychologist.
There are many similarities in my development in this area with the Mason’s 
(1993) concept of “safe uncertainty”, and I feel that I have developed from a position 
of unsafe uncertainty into towards a position of safe uncertainty. Holding a “not 
knowing” position is no longer threatening and has actually been an advantage to me 
in many contexts. For example, is has been easier to be curious about systems and 
processes on placement which has sometimes had the effect of supervisors and 
colleagues questioning why they do things themselves, and putting a more efficient 
system in place. For example, on my CAMHS placement, practitioners were 
collecting lots of measures that were never interpreted. When I questioned this, it 
was because most of the non-psychology staff did not know how to interpret or make 
use of them, but they had been told by management they had to collect measures. I 
was then able to deliver a piece of training to help practitioners understand the 
outcome measures, so they became clinically useful and staff seemed to be more 
positive about collecting the data.
The “not knowing” position has also been helpful to me in formulation with 
clients. Where previously I thought I had to get the formulation “right” from the first
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assessment that I had with the client, adopting the “not knowing” position has 
allowed me to remain curious with clients. As a result, my formulations are able to 
be more dynamic and I can adapt my intervention with clients based on the 
reformulation. My experience of this has been that rather than seeing me as 
incompetent for not getting their experience correct straight away, clients feel more 
heard and understood, as it is a collaborative formulation. This skill gives me more 
confidence to work with complex cases when I am a qualified clinical psychologist.
3. Present moment contact.
Present moment contact is about mindfulness, being with whatever you 
perceive in that moment, rather than being in the problem solving, analytical mode of 
mind. Since coming into contact with this model, I have become a regular 
mindfulness meditator. This initially came about because I read a study that 
suggested that trainee therapists who practiced mindfulness were rated as more 
competent and had better outcomes (Davis & Hayes, 2011) and that appealed to me. 
I am not sure whether this is the case for my own work, but I have found the process 
of becoming a regular meditator deeply meaningful, both in my clinical work and in 
my personal relationships. With reference to clinical work, I began to notice in 
sessions with clients that I wanted to be able to “fix” things for them, or make them 
better in some way. Therefore, I spent considerable time searching my brain for the 
latest CBT skill I had just learnt, or what I had read about something that might seem 
relevant, rather than just being with whatever the client had brought into the room. 
This meant that I would miss out on some emotional connection with that person and 
possibility to think about what was being transferred onto me as I simply did not
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want to think about it. Through mindfulness practice, I am much more able to notice 
what emotions are being brought up by the client, and in myself and staying with 
these. When I notice that I start to feel uncomfortable by something that someone 
brings up, rather than changing the subject or trying to turn the emotion into 
something more cognitive, I can return to watching my own breath and remain in 
contact with the present moment. This gives me the confidence to then notice what is 
going on in the room and reflect that back to the client, and I feel that these have 
been some of the most powerful and change inducing moments in my therapeutic 
work. It is a skill that is ongoing, and I find listening back to tapes of myself with 
colleagues really valuable in noticing where I have reverted back to that “problem 
solving” state of mind, which is sometimes appropriate, but sometimes not.
The other area that mindfulness has been helpful is in my own ways of 
dealing with stress and building resilience. I had a particularly difficult incident in 
my first year of training when a complaint was made against me. Whilst I was well 
supported by others, my mind was filled with thoughts of “I am a terrible 
psychologist”, “I will be thrown off the course” and this left me less able to 
concentrate on other areas of the programme, and my life. The way I managed this 
was to use mindfulness practice, which helpful me to focus on the present moment, 
where I was safe, as was the client, my supervisor and the university were supportive 
and actually praised the way I had worked, rather than criticised me. This was the 
most stressflil time on the course, but there were often moments as deadlines 
approached where worry and rumination did take over, and mindfulness practice has 
allowed me not to be consumed by this. I think this is an invaluable skill to take 
forward as a qualified psychologist, so that I am able to “switch o ff’ from a full time
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job and really be with my family and friends when I get to spend time with them. I 
want to further develop this skill and train to be a mindfulness teacher as a qualified 
psychologist, as there is a growing evidence base for its use in a range of conditions 
(Baer, 2006) and it will also help me to continue to practice regularly.
4. Self as Context.
Another part of psychological flexibility that the ACT model suggests is 
seeing yourself in context. I find this similar to that of mental filtering in CBT 
(Kovacs & Beck, 1978), whereby when you have a fixed idea about yourself, you 
tend to filter out any contextual information that does not fit with the idea or story 
that you have of yourself. Whereas, if you have more contact with the present 
context, negative ideas you have about yourself are less fixed. There are two 
particular areas that I think self as context has been relevant for my development as a 
clinical psychologist. Firstly, I have constantly received feedback throughout the 
course, through marked pieces of work, formal evaluation of clinical practice and at 
many times from supervisors. I initially found this difficult as any constructive or 
negative feedback I often perceived as a criticism of me, which fed into an idea that I 
had that “I will never be good enough to be a clinical psychologist”. Certainly getting 
through the course, passing the coursework and the evaluations helped provide some 
good evidence to the contrary to this belief. The main thing that has really helped me 
to see this is other, more senior colleagues receiving feedback which is not always 
positive and see them take this in an open and non-defensive way. Observing them 
getting feedback like this did not alter my opinion of them as a good psychologist, 
and it was easy to see what the variables were for them to make the decisions they
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did, which they then received feedback on. This has helped me to think more about 
my own practice in this way, and that my self-worth as a psychologist is not just 
based on whether 1 only get good feedback. This has allowed me to view the 
experience of feedback in a more positive way, and 1 am able to take it on board and 
be more flexible in my practice, based on feedback that 1 have received. 1 now seek 
out feedback in the hopes that there will be areas for potential change and 
improvement.
Secondly, 1 had also thought that if clients did not improve in our therapeutic 
work together, this was again a reflection of me simply not being a good enough 
practitioner, and that if 1 had done something differently, i.e. better, then they would 
have improved. The course has taught me about many different psychological 
theories and now 1 feel 1 am able to formulate integratively, looking at attachments, 
systems and thoughts/behaviours/feelings, and 1 am much more able to see why 
someone may or may not have a good outcome in therapy. My practice may of 
course be a part of that, and I would not want to be complacent about this once I 
qualify, but I will see myself and that idea about whether I am a “good enough” 
psychologist in context.
5. Values.
One of the most important areas for me in the ACT model is the idea of 
values. This is about looking at what matters to you and the direction you want to 
take your life. There might be goals set along the way to this, but a value is not 
something to be achieved. Keeping in touch with my values helped me to remind
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myself why, when I was really stressed, because I had a piece of work due in, or I 
couldn’t recruit enough participants for my research, or I had a complaint made 
against me, to name three examples, I carried on, when it could have been easier to 
quit. Having a set of values has also helped me to hold on to a sense of myself as a 
person, not just as a clinical psychologist. When I had very little spare time when 
deadlines loomed showed me who and what is most important in my life, and I have 
a better sense of my values around taking care of myself emotionally, physically and 
spiritually.
Having said this, some of my values as a clinical psychologist have 
developed throughout the course of training. I remember at interview saying that one 
of things that led me to choose this career was to “help other people”. This is still 
true, but as I have discussed I don’t necessarily have the power to make my clients 
“get better”, or they may not want to change in a way that I might think is helpful. 
Therefore my value around being a clinical psychologist is to be safe, competent and 
always do my best for clients and colleagues.
Another aspect of clinical training has been my exposure to the ideas about 
the social construction of mental illness and distress (Bentall, 2009). Before I came 
onto training I still understood there to be mental “diseases”, which might only be 
helped by medication. Through the teaching I have had and my interactions with 
clients, I no longer hold the medical disease model of mental illness so strongly and 
believe that more should be done to promote this in mainstream society. This is 
compatible with the ACT model itself, which suggests that it is our unwillingness to 
tolerate any kind of distress that has led us to having so many mental “illnesses” in 
society (Hayes et al., 2012). My value is now to always formulate someone’s
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distress, rather than to pathologise it and this is something I want to continue to 
promote as I qualify.
6. Committed Action.
Committed actions are behaviours that are chosen in line with your chosen 
values, rather than ones which are impulsive or avoidant. The whole process of 
clinical psychology training has been a committed action for me and I think this 
reflective account has highlighted some of the things I have done throughout the past 
three years in order to reach my goal of becoming a clinical psychologist. There are 
still times when engaging in academic assignments that I struggle not to avoid it and 
procrastinate. One helpful tool I have found when I notice myself starting to do this 
is to use the “on-track, off-track” exercise by Harris (2009). In this exercise, any time 
I notice myself procrastinating, I stop and notice what thoughts are going through my 
mind. Often it is things such as “I can’t be bothered”, “this is just too difficult”, 
“there’s no point”. Then when I’ve recognised this I have a choice about whether to 
follow that thought, or to deftise from it and carry on with my committed action. I 
think this exercise had a big contribution in completing my major research project. It 
is definitely an exercise I will be using again both with myself to try and improve my 
efficiency, and also in client sessions, which is was developed for, to notice when 
clients are pulling the session “off-track”.
I have a clear sense of my committed actions, which are in line with my 
values for the early stages of my career, and these include; getting a job working 
within the NHS, pursing mindfulness teacher training, and taking on a leadership role
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within my job as a clinical psychologist. I hope that by practising psychological 
flexibility as I have outlined in this account, I will be able to carry these through.
Summary and Conclusions
I appreciate that this reflective account may have been somewhat limited by 
my choice to show my development only through the ACT model of psychological 
flexibility as it has not been the only experience of clinical training that has 
contributed to where I am now. However, learning about this model and trying to 
live it in my own life has had a huge impact on me as a clinical psychologist, and my 
wider self. There are many more areas of my development that space has not allowed 
me to explore, and thus the ones I focussed on felt like the biggest areas of progress 
for me personally.
I think that my development over the clinical training programme has put me 
in a place to be a safe and competent practitioner, but that it is almost the beginning 
of my development as a clinical psychologist, as I find my own way with less 
evaluation and supervision. I think that by continuing to aim for psychological 
flexibility I will be able to embrace the challenges and the opportunities that being a 
newly qualified clinical psychologist will bring.
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Appendix 1
Figure 1. The ACT model o f psychological flexibility (the hexaflex) (Hayes et al, 
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Clinical Experience 
Adult Mental Health Placement
Community Mental Health Recovery Service (CMHRS).
• Assessment, formulation and intervention with working age adults presenting 
with a range of mental health problems including depression, generalised 
anxiety, obsessive-compulsive disorder, bi-polar and psychosis. This was 
within a cognitive-behavioural therapy (CBT) framework and drawing on 
attachment and humanistic perspectives.
• Co-facilitation of a CBT skills group.
• Joint working with nursing and occupational therapy colleagues.
• Contribution to the multidisciplinary team (MDT) meeting.
• Psychometric testing and use of standardised outcome measures.
• Participation in a systemic supervision group, which included acting as a
member of the reflecting team in a piece of systemic family therapy.
• Evaluation of the effectiveness of a recovery group and feedback to the team.
• Delivery of a training session to the MDT about family interventions.
• Co-facilitation of a carers support group, including leading a mindfulness 
exercise.
• Work within the care programme approach (CPA).
• Observations and visits to learn about other adult mental health services, 
including inpatient, assertive outreach, home treatment, early intervention, 
personality disorder service, psychiatric liaison and frontline duty teams.
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Older Adult Mental Health Placement
Integrated Adult Community Mental Health Team, Memory Assessment
Service, Vulnerable Adult Inpatient Unit.
• Assessment, formulation and intervention with clients over 65 presenting 
with a range of mental health problems such as anxiety, depression and 
adjustment to diagnosis of dementia, using the psychodynamic model.
• Dementia assessments using a range of neuropsychological tests.
• Consultation to nursing staff on the inpatient unit.
• Preparation and co-facilitation of a psychological support group on an 
inpatient unit.
• Training to the integrated adult MDT on attachment and loss.
Child and Families Placement
Child and Adolescent Mental Health Service (CAMHS).
• Assessment, formulation and intervention with children between 5 and 18, 
with a range of difficulties including eating disorders, depression, anxiety 
disorders, encopresis and challenging behaviour, using behavioural, CBT and 
systemic models.
• Work with children with learning disabilities and developmental disorders.
• Work with individuals and families, including consultation.
• Assessments for developmental disorders, including autism.
• Initial assessments into the service jointly with other MDT members.
• Consultation to schools, families and MDT members, including participation 
in a reflective practice group.
194
Specialist Placement: Health
Hospital Outpatient Pain Management Department and Community Health
Psychology Team.
• Assessment, formulation and intervention of chronic pain patients in a 
hospital setting using Acceptance and Commitment Therapy (ACT).
• Participation in and co-facilitation of an 8 week mindfulness group.
• Co-facilitation of an ACT group for chronic pain patients.
• Longer term CBT/ACT interventions in a community setting with adults with 
chronic long term health conditions including diabetes, binge eating, brain 
tumour, polycystic ovaries, chronic pain.
• Consultation to medical and physiotherapy colleagues on psychological 
formulation of clients.
Learning Disability Placement
Integrated Health and Social Care Community Learning Disability Team
• Assessment, formulation and intervention with clients with a learning
disability with difficulties such as low mood, anger, anxiety and challenging
behaviour using behavioural model, adapted CBT and systemic model.
• Provide systemic consultation to staff teams and families.
• Neuropsychological assessments, including dementia assessments.
• Plan and deliver training on interpreting psychology reports to social workers.
• Develop social stories for clients with challenging behaviour.
• Write reports appropriate for professionals and service users.
• Autism assessment using a range of methods.
Year I Assessments
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Assessments
P r o g r a m m e
C o m p o n e n t
TITLE OF ASSIGNMENT
Fundamentals of Theory 
and Practice in Clinical 
Psychology (FTPCP)
Short report of WAIS-III data and practice 
administration.
Research -SRRP Do participants in the Wellness Recovery Action Plan 
(WRAP) group programme at a Community Mental 
Health Recovery Service (CMHRS) benefit from the 
group, as measured by the Recovery Assessment Scale 
(RAS)?
FTPCP -  practice case 
report
Cognitive-behavioural assessment with a middle-aged 
woman who has a history of psychosis, presenting with 
depression and low self-esteem.
Problem Based Learning 
-  Reflective Account
Reflective account of the problem based learning task 
“the relationship to change”.
Research -  Literature 
Review
What are the body image issues for male adolescent 
cancer patients and survivors?
Adult -  case report Neuropsychological assessment of a 13-year old woman 
who had experienced probable acute viral encephalitis 
and seizures.
Adult -  case report A cognitive-behavioural intervention with a man in his 
30s who has a diagnosis of bipolar disorder.
Research -  Qualitative 
Research Project
Counselling and Clinical Psychology: The same, 
different, or do we just now know?
Research -  Major 
Research Project 
Proposal
What are the psychosocial implications of body image 
issues in adolescent males with cancer?
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Year II Assessments
P r o g r a m m e
C o m p o n e n t
TITLE OF ASSESSMENT
Research Research Methods and Statistics test
Professional Issues 
Essay
To what extent are psychological services inherently 
feminised and therefore doomed to exclude men?
Problem Based 
Learning -  Reflective 
Account
PBL Reflective Account.
Older People -  Case 
Report
A psychodynamically informed integrative intervention 
with a woman in her eighties who suffered bereavement 
in the context of depression.
Personal and 
Professional Learning 
Discussion Groups -  
Process Account
PPLDG Process Account.
Child and Family- Oral 
Presentation of Clinical 
Activity
Working in the “here and now” with a 15 year old girl 
presenting with self-harm and vomiting behaviours.
Year III Assessments
P r o g r a m m e
C o m p o n e n t
ASSESSMENT TITLE
Research -  MRP 
Portfolio
What are the psychosocial consequences of body image 
issues in adolescent males with cancer?
Personal and 
Professional Learning -  
Final Reflective 
Account
On becoming a clinical psychologist: A retrospective, 
developmental, reflective account of the experience of 
training.
Specialist -  Case 
Report
An Acceptance and Commitment Therapy based group 
for chronic pain patients in an outpatient pain 
management department.
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